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ETHICS ENFORCED THROUGH LEGISLATION* 


By ARTHUR F. WEEKS, D.M.D., F.A.C.D., Portland, Ore. 


HE recent enactment of laws regu- 
isting professional conduct by den- 

tists has caused a great deal of com- 
ment. The fact that under some of these 
laws dentists may be disciplined for acts 
that formerly were considered only vio- 
lations of the code of ethics has given 
opportunity for those opposed to any 
regulation, either through legislation or 
voluntary codes, to make many mislead- 
ing statements, which, if not properly 
answered, are accepted as facts by a large 
part of the public, including many people 
of more than average intelligence. Quite 
naturally, the ones whose habits have 
been restricted by these regulations are 
disgruntled and would create the im- 
pression that the laws were railroaded 
into existence by a clique, who, for selfish 
reasons, would put them out of business. 
They assert that they have a constitu- 
tional right to advertise their services in 
any way they please and would have the 


public believe that it is being deprived of 
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the right to know where dentistry may 
be obtained at bargain counter prices. 
These and similar thoughts are sug- 
gested through advertising, and there is 
very little done in an organized way to 
counteract the false impression ‘given. 
Even in private conversation, many pro- 
fessional men have difficulty in explain- 
ing clearly the reasons and justification 
for laws of this kind. Many of us, if 
called on to do so, have difficulty in tell- 
ing why the code of ethics is the founda- 
tion of dentistry as an honorable pro- 
fession, and in upholding the propriety 
of seeking laws to enforce certain sections 
of it. Consequently, the purpose here 
will be to consider the whole subject, not 
with the idea of bringing out any new 
doctrine, but of focusing attention on 
some age-old principles, which, because 
of a lack of vigorous preaching, are 
found neglected and almost dishonored. 
In considering this matter, we should 
keep in mind the meaning of the word 
ethics, which by reference to any dic- 
tionary or encyclopedia is found to he 


| 
| 
—— 


the study of morals and morality. The 
recognition of a moral duty whether it is 
called ethics, morality or just common 
honesty is so nearly universal that argu- 
ment is superfluous, and it is only those 
denying the existence of these obligations 
that belittle the word ethics. Let us see, 
if we can, why codes of ethics are proper 
and why portions of them are properly 
made law. 


THE FIRST CODE OF ETHICS 


From the beginning of time, people 
have been governed by a code of some 
form. Immediately after the creation, 
commands were given for the regulation 
of the inhabitants of the earth, and viola- 
tions of them brought penalties. Later, 
from Mount Sinai, there came a series of 
“thou shalts’ and “thou shalt nots.” 
There was no civil authority to enforce 
the provisions of the ten commandments, 
but so fundamental in the conception of 
right, or ethics, were they that they have 
endured through the ages. 

As‘the inhabitants of the earth mul- 
tiplied and problems of human rights 
arose, it was found that there were people 
who would not obey these commands un- 
less compelled to and punished for viola- 
tion, and it was found necessary to or- 
ganize for protection. From this moment, 
all civilized units of society have been 
governed by two codes, the civil code, or 
laws made by themselves, and the moral 
code, or those handed down by tradition. 
The observance of one is compulsory and 
of the other is optional. Violation of one 
brings penalties in the way of loss of 
privileges, liberty or money, while viola- 
tion of the other brings penalties in the 
loss of respect and confidence, although 
the violator may so far as civil law goes 
be considered law abiding. 

Nearly two thousand years ago, we 
had a statement given us that is repeated 
until this day. It is 4 summary of all 
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commandments and states that there are 
two commands “upon which hang all the 
law and all the prophets.” The first is 
a command to respect and worship the 
creator, and the second is to “love thy 
neighbor as thyself.” It requires but 
little analysis to see the two aims of all 
law—one regarding the recognition of 
the Deity and one regarding one’s rela- 
tions with his fellow man. In nearly all 
places, the first is optional and there is 
no attempt made to enforce it by statute, 
but acts violating the latter have been in- 
corporated in civil codes and observance 
made compulsory. In examining civil 
law, every statute that has been tested 
may be traced more or less directly to 
those “thou shalt nots” that refer to one’s 
relations to his fellows. 

These would seem to be so simple and 
so plain that nothing else would be 
needed, but man is a resourceful and 
scheming creature, ever trying to discover 
ways of technically evading laws without 
rendering himself liable to the penalties 
therefor. Courts have been established 
and men have become skilled in defend- 
ing violators, to the point where courts 
that were intended to see that justice is 
done all men have come to be institutions 
restricted by precedent, and, in their at- 
tempts to treat all alike, a battle field of 
wits with the constitutional benefit of 
doubt given the accused forming an ef- 
fective barrier to bringing many wrong 
doers to justice. Consequently, it has be- 
come necessary from time to time to go 
farther and farther in defining specific 
acts of “thou shalt nots,” until some find 
it necessary to obtain legal advice as to 
whether or not one is trespassing, and 
frequently the construction of a word or 
the location of a punctuation mark has 
been the deciding factor. It might be 
said in passing that the average, upright, 
fair-minded individual who respects the 
rights of his neighbor as his own has no 
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such difficulty, it being only the one who 
wishes to evade these laws in spirit but 
remain within their letter that seeks this 
advice or finds himself in trouble. 

With the rise of civilization, men of 
like callings organized and laid down 
rules for the governing of their own 
members. Physicians, dentists, attorneys, 
ministers, publishers, skilled artisans and 
even common laborers have adopted 
codes, known as codes of ethics. Churches 
have been founded and have established 
doctrines for the guidance of its follow- 
ers. Fraternal bodies have drafted secret 
tenets and rituals. Almost without ex- 
ception, they have been founded upon, 
and are elaborations of, the old basic law. 
They have been conceived with lofty pur 
poses and are dedicated to improving the 
morals of the members and, through their 
influence, the public at large. Mlember- 
ship in these bodies is optional, but, at 
various times, we find that whole sections 
which deal with public welfare have been 
taken from their codes and enacted into 
law making observance obligatory on all 
people. 


THE DENTAL CODE 


Now for our own dental code of ethics: 
It has been maligned and ridiculed and 
seldom does one rise to defend it. It is 
pointed out as a protector of special in- 
terests, but seldom do we hear one ex- 
plaining the protection it gives the pub 
lic. It is called a means of enabling den- 
tists to charge high fees by keeping the 
public in ignorance as to the proper cost 
of dental service, and we allow it to go 
unanswered when the public could be 
enlightened as to the impossibility of es- 
tablishing uniform fees. We are thought 
of as affuent gentlemen who get our 
money easily, when the fact is that com- 
paratively few dentists ever become in- 
dependent through income from their 
Practices, and many with 


die scarcely 
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enough to pay their funeral expenses. 
The newspaper advertisements have been 
full of statements of personal superiority, 
special methods, low fees, of statements 
as to what these advertisers are doing for 
people and their statements as to being 
persecuted for it, while no word goes out 
that not one contribution to the upbuild- 
ing of dentistry as a health service has 
ever come from these sources, but that 
every method which they use has been 
the result of the laborious and unselfish 
work of a man, or some men, who have 
given the results to their profession un- 
selfishly and have never been honored or 
rewarded. 

What dentist advertising his superi- 
ority has ever perfected a method of op- 
erative procedure that has been adopted ? 
What theory dealing with dentistry and 
health has been evolved by one of this 
When has one stood before his 
fellows urging a better service to the 
public and giving the benefit of his ex- 
perience? The answer is well known, 
and if one should either accidentally or 
by reason of hard work make a beneficial 
discovery or perfect a technic, this man, 
because of natural tendencies, 
would attempt to keep it to himself, so 
that if his dear public wished to benefit 
from it, they would have to contribute to 
his coffers. We have allowed the situa- 
tion tocome upon us. We have been able 
to “take it” for years and, as a reward, 
have seen dentistry as an honorable pro 
fession threatened. Surely there comes a 
time when patience ceases to be a virtue 
and we owe it to ourselves, our families 
and our successors to challenge the false 
statements that are made. No one else is 
going to do it for us, and, for that mat- 
ter, it is, I think, a good thing to have to 
justify our beliefs, for if they will not 
stand under fire, we might as well dis- 
card them. 

Our code of ethics consists of two dis 


class? 


his 


| 


354 The Journal of the American Dental Association 


tinct parts, that dealing with interpro- 
fessional relations and that dealing with 
our relations with the public. The first, 
the public has no great concern with, but 
the second, the public, as one of the inter- 
ested parties, has a right to be informed 
on, and the information should come 
from us. Particularly are they interested 
and entitled to enlightenment when sec- 
tions of our code are put in the law gov- 
erning the conduct of dentists, some of 
whom in turn assert that these same 
measures are against public interest. 
Public welfare is the only criterion to be 
used in measuring the justice of the law. 
If it be against the public welfare, even 
though we believe it right, it has no place 
on the statute books. Let us look these 
regulations over for a few minutes and 
see how far they carry out original basic 
law, how they act on public welfare and 
how unusual they are. 


REGULATION OF PROFESSIONS 


In the recent suit testing the consti- 
tutionality of the Oregon dental practice 
act, the defendants (the Oregon State 
Board of Dental Examiners) made an 
exhaustive study of the statutes of all 
states regulating dentists, physicians and 
attorneys. The statistics given here are 
taken from the defendants’ brief and are 
considered accurate at this time. Coming 
legislatures will undoubtedly change the 
various figures. 

A common cause for revocation of li- 
censes is conviction for a felony or mis- 
demeanor involving moral turpitude. 
This is found on the statutes of thirty- 
two states as applying to dentistry and in 
forty-six states concerning, one or more, 
the learned professions of dentistry, 
medicine and law. 

The renting or loaning of a license or 
diploma is prohibited by dentists in three 
states, and, in eleven states, for one o1 
more of the learned professions. 


These provisions, of course, are not 
often called into use and no particular 
argument is made against them. It is 
around the various acts defined as unpro- 
fessional conduct that the misunderstand- 
ings exist. In Oregon, we have fourteen 
distinct acts constituting unprofessional 
conduct for which a man may have his 
license suspended or revoked, most of 
them also being violations of our code of 
ethics. These and their inclusion in the 
statutes of all of the states are as follows: 

1. Employing what are known as 
“cappers” or “steerers’’ to obtain busi- 
ness; prohibited by dentists in seven 
states, and by one or more of the learned 
professions in fifteen states. 

2. The obtaining of any fee by fraud 
or misrepresentation; prohibited by den- 
tists in seven states, with no similar law 
for other professions. 

3. Wilful betrayal of professional se- 
crets; prohibited by dentists in five states, 
and in thirteen states by one or more of 
the three learned professions. 

4. Employing directly or indirectly 
any student or any suspended or unli- 
censed dentist to perform operations of 
any kind; prohibited by dentists in twen- 
ty-eight states, and in twenty-nine by one 
or more of the three learned professions. 

5. Making use of any advertising 
statements of a character tending to de- 
ceive or mislead the public; prohibited by 
dentists in thirty-six states, and in thirty- 
nine by one or more of the three learned 
professions. 

6. Advertising professional superiority 
or the performance of professional serv- 
ices in a superior manner; prohibited by 
dentists in eight states, and in nine states 
by one or more of the three learned pro- 
fessions. 

7. Advertising prices for professional 
service; prohibited by dentists in four 
states. In addition to this, two other 
states have delegated to their examining 
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boards the authority to draft rules, and 
this regulation is embodied in both. 

8. Advertising by means of large dis 
play, glaring light signs or those contain- 
ing as a part thereof the representation of 
a tooth, teeth, bridgework or any portion 
of the human head; prohibited by dentists 
in five states. 

9. Employing or making use of adver- 
tising solicitors or free publicity press 
agents; prohibited by dentists in four 
states, and in nine by one or more of the 
three learned professions. 

10. Advertising any free dental work 
or free examination; prohibited by den- 
tists in two states. 

11. Advertising to guarantee any den 
tal service. The Oregon dental practice 
act is the only instance. 

12. Advertising to perform any dental 
operation painlessly; prohibited by den 
tists in eleven states. 

13. Habitual intemperance; a cause 
for revocation of licenses of dentists in 
thirty-three states, and in forty states for 
one or more of the three learned pro 
fessions. 

14. Gross immorality; a cause for 
revocation of licenses of dentists in seven 
teen states, and in twenty-three states for 
one or more of the three learned pro 
tessions. 

From the foregoing outline, it is seen 
that laws specifying acts which render 
a dentist liable to have his license revoked 
are by no means peculiar to Oregon, and 
similar laws are in effect regarding physi 
clans and attorneys. These laws have 
been passed by legislatures when the mat- 
ter must first be taken before a committee 
of one or both houses. It has then been 
passed by both houses of the legislature 
and signed by the governor of the state 
Those opposed to the adoption of any 
measure have had at least five opportuni 
ties to show that the proposed statute is 
improper. The fact that these regulatory 
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acts have survived the fire in all those 
branches in such a great number of states 
is a strong denial of the statement that 
they have been railroaded through by a 
clique. The further fact that the same 
measures have been upheld repeatedly by 
courts is a final notice that there must be 
some public concern in them. 

The principal controversy, of course, is 
over the restriction of advertising meth 
ods. Why should not a dentist, as well as 
the purveyor of automobiles, shirts or 
chewing gum, advertise special bargains, 
i.e., in the case of the dentist, on dentures, 
crowns, extractions, etc. ? Why should he 
not tell the world that he is better than 
any other dentist in the town? Why not 
guarantee his work and offer free extrac- 
tion and examination? These are ques- 
tions that arise in the minds of the public 
and they are not unnatural ones. The 
advertisers and the ones selling advertis- 
ing are active in spreading the impression 
that there is no logical answer to them, 
and it becomes our duty to see that they 
are answered in a sensible manner. 


DENTISTRY NOT A COMMODITY 


First of all, the difference between a 
commodity and a health service such as 
dentistry must be clearly set forth. A 
person may go to a place of business in 
answer to an advertisement that an auto- 
mobile may be purchased for a certain 
price, that it is guaranteed and that dem- 
onstrations are free. He can examine it, 
ride in it, see what accessories it carries, 
read the specifications and consult others 
who drive similar models. He may go to 
other agencies and make similar inves- 
tigations and finally make a choice where 
he believes that he is getting the most 
for his money. If he finds that he is dis- 
appointed or “stung,” he probably will 
shun that place in the future, and even 
though he were unable to get any use out 
of the machine and it had no trade-in 
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value, the very greatest loss would be 
that of his investment; but tke situation 
in regard to receiving any health serv- 
ice is entirely different. Let ajatient en- 
ter a dental office to procure dental serv- 
ices. He cannot tell what is being done 
or what is proper to be done. If the 
teeth are ruined, the loss is permanent 
and the financial loss is the least item. 
If conditions are caused, or those already 
present are allowed to remain to impair 
his health, he is blissfully unaware of it 
until some later time when damage that 
money cannot repair has been done. 

The ancient precept of “the buyer be- 
ware” does not obtain in any such service 
as this. Even so, advertising of profes- 
sional services might be all right were all 
of the advertisers honest. But any better 
business bureau of any examining board 
has abundance of evidence that advertis- 
ing of prices, superiority, free work and 
guarantees are but bait to lure patients to 
the office where “get the money” is the 
slogan. The result is that not only has 
the patient parted with his money, but 
also, instead of being improved in health, 
he has frequently been injured and, hav- 
ing parted with his money, he often can- 
not pay for the additional service. The 
argument that the advertiser is rendering 
a service by informing people of moderate 
means where they may obtain dentistry 
cheap is a delusion; for this is the very 
class attracted and who then find them- 
selves in no position to obtain redress. 

COURT AUTHORITY 

Let these reasons be repeated, only in 
the language of the Oregon Supreme 
Court, which cannot be accused of bias 
or of action for selfish reasons. In its 
opinion in the case of Semler vs. the Ore- 
gon State Board of Dental Examiners, 
where the constitutionality of the prohi- 
bition of this type of advertising was up- 
held by a unanimous opinion, it says, 


The history of legislation in the various 


states regulating the conduct ot practi 
tioners in the learned professions—law, 
medicine, and dentistry—discloses a marked 
tendency in recent years to enact more 
stringent regulations, that the standards of 
these professions be raised and the ignor 
ant, gullible members of the public be pro 
tected from quacks and charlatans who 
spurn the ethics of their profession and 
thrive by flamboyant methods of advertis 
ing and “high powered salesmanship.” . . 

The legislature, in enacting these drastic 
regulations, was not dealing with a trade 
or business but with a profession whose 
members deal with the public under an 
intimate and confidential relationship. The 
patient ordinarily has implicit confidence 
in his dentist. He knows not the intricacies 
of the treatment nor the reasonable value 
thereof. He submits to treatment with an 
abiding faith that his dentist is efficient and 
will deal honorably with him. Hence, cases 
involving the regulation of a trade or busi- 
ness—in which every person has a right to 
engage—have slight analogy to the one 
under consideration. ... 

We conclude then that, while the right 
of the plaintiff to practice his profession 
is a valuable one and is in the nature of a 
property right of which he cannot be ar 
bitrarily deprived, it is, nevertheless, a 
privilege subordinate to the duty of the 
state to enact reasonable laws to protect 
the public health and safety... . 

In itself, there is nothing harmful in 
merely advertising prices for dental work, 
or in displaying glaring signs illustrating 
teeth and bridge work, but who will doubt 
that practitioners not willing to abide by 
the ethics of their profession often resort 
to such advertising methods to lure the 
credulous and ignorant members of the 
public to their office for the purpose ot 
fleecing them. ... 

There is a species of “bait advertising” 
which, while not fraudulent per se, never 
theless is used by unscrupulous practi 
tioners to lure the unsuspecting public. 
Such high-pressure advertising generally 
consists of half-truths. Inducing patronage 
by representations of “painless dentistry,” 
“professional superiority,” “free examina 
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tions” and “guaranteed” dental work is, as 
a general rule, the practice of the charlatan 
and the quack to entice the public... . 

The statute has for its purpose the eleva- 
tion of the standards of the dental profes 
sion and the prevention of advertising of a 
character ordinarily used by unscrupulous 
practitioners to deceive or mislead the 
public.... 

This may all be condensed into one o1 
two sentences. Acts that are not wrong 
in themselves, which in the hands of the 
unscrupulous may be used to defraud the 
public or injure health, are proper sub- 
jects for prohibiting to all. Therefore, 
should all dental advertisers in the state 
but one be honest and scrupulous, and 
there remained one who, by his mislead 
ing and deceptive statements, was a detri 
ment to public welfare, the state would 
have the right and the duty to prohibit 
his acts for the protection of the citizens. 

It would be possible to go on and on, 
with like argument, but that is not my 
purpose. The object is to emphasize that 
we must get the message to the public 
that these regulations are in their interest 
more than in ours. They must be im- 
pressed that these regulations and out 
code of ethics are right, and that they 
are founded on the basic law. These are 
facts, and every one of us should lose no 
opportunity to spread the word. 


DUTY OF THE PRESS 


In view of the fact that it is for the 
public good, it might naturally be ex 
pected that the press would use their in- 
fluence to maintain the ethics of profes- 
sional life, even at the expense of some 
sacrifice in revenue from loss in adver- 
tising, and while certain of our lay publi- 
cations may feel that it is asking a great 
deal to support a movement to curtail 
professional advertising, it should be said 
for the honor of the newspaper publish- 
ers that quite a number of them have vol 
untarily decided to refuse advertising of 
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this character in their papers. This has 
had a most salutary effect on the better 
element of the profession, and has gone 
far toward eliciting the cooperation of 
the press and the professions. But we 
must add to this every bit of legitimate 
influence to acquaint our citizens with the 
essential equity of professional ethics. 

We must talk it at the chair, in social 
groups where opportunity affords and be- 
tore any organizations such as parent- 
teacher clubs. And we should prepare 
ourselves to give convincing argu- 
ments. We must have the facts and not 
make apologies for the law or the code. 
Thinking people are not hard to convince 
it proper showings are made and it is our 
job to do it. An emergency may shortly 
exist when we will have to fight for these 
principles. Let no one say that the de- 
mand for regulations should come from 
the public and not from us. Have not in- 
surance laws been enacted at the behest 
of insurance companies, health regula- 
tions at the instance of physicians, blue 
sky laws on the advice of reputable finan- 
ciers? Have they not been for the benefit 
of the public? If not, they have been 
shortly annulled by the courts, or re- 
pealed. 


ETHICAL DENTISTS 


There is one telling argument used 
against us—one that we cannot refute by 
words, only by actions; that is, that the 
same practices objected to in advertising 
offices are carried on in the offices of non- 
advertisers, and it is true. The term non- 
advertiser instead of ethical dentist is used 
deliberately. A dentist who defrauds his 
patients, or withholds the most modern 
type of dental service when the patient 
assumes otherwise, is not ethical, even 
though he may be prominent in his den- 
tal society. If he is not honorable, fair 
and just, and does not treat his patients 
precisely the wav he would wish to be 
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treated were the positions reversed, he is 
not ethical. He, in a way, is doing more 
to degrade his profession and impose on 
the public than some advertisers. Certain 
people deliberately select a dentist that 
they have no other knowledge of than 
that he does not advertise and so is pre- 
sumed to be ethical. Then when they 
have unfortunate experiences, is it any 
wonder that they condemn the profession 
who warns them to stay away from the 
advertiser? The advertiser is marked by 
his own hands, but the man wearing the 
cloak of ethics who uses the same high 
pressure methods and refuses redress is 
but a wolf in sheep’s clothing. The prac- 
tice of requiring patients to pay in ad- 
vance and then losing interest if they have 
trouble is not in accord with ethics or 
professional ideals. The use of high 
pressure salesmanship methods is equally 
nonprofessional and, in my opinion, un- 
ethical. Anything but exhaustive examina- 
tions when a patient is in search of the 
cause of systemic disease is, unless the 
patient definitely understands the situa- 
tion, unfair and unethical. When we de- 
sire incorporation of our code of ethics 
in legislation and its approval by courts, 
we adopt the premise that dentistry is a 
profession and not a business. How can 
we abandon it when considering ourselves 
and our patients ? 

Whose fault is it that such conditions 
as this exist? Primarily, our dental or- 
ganizations, who have accepted the re- 
sponsibility for dental standards, and 
yours and mine as members of the organi- 
zations. Ethics is not stressed enough in 
our meetings except as it is considered 
synonymous with not advertising. The 
lay economist has taught us tricks which 
may be sound economically if ours is a 
predatory business, but are destructive if 
it is an honorable profession. Our teach- 
ing institutions cannot say that they have 
been so zealous as they could have been 


in inculcating ethics as handed down by 
true professional traditions. Otherwise, 
recent graduates would not so easily fall 
into the ways that we disapprove. True 
ethics cannot be taught in an hour a week, 
for a time during the final year, but must 
be drilled into students in every class in 
every year. It must be preached to them 
with something like a religious fervor. 
This can only be done by men who have 
the uncompromising conviction that eth- 
ics is the foundation of dentistry as an 
honorable profession. Men not of this 
conviction or even those who are passive 
in the matter should, regardless of thei: 
other qualifications, be removed from out 
faculties, that they may not contaminate 
our students during this impressionable 
time. 

If we are to remain an honored pro- 
fession, commanding respect as has the 
old time family physician, we must first 
put our house in order. We must teach 
our young men the true philosophy of eth- 
ics. We must keep the ideals constantly 
before our societies, and purge them of 
violators so that our members will be 
looked on as men in whom all may repose 
confidence. If we do this, little will be 
necessary in the way of resisting outside 
influence, but we can go to the public 
and proudly justify the incorporation of 
sections of our code of ethics in the laws 
regulating dentists. “Ethics” means right. 
and our code of ethics is right. Let us 
not be afraid to fight, if necessary, to 
clean our ranks of the unethical, whether 
they be advertisers or nonadvertisers, and 
let us show the people that our profession 
is still dedicated to serving as practition- 
ers of the healing arts have always been. 
to the point of sacrifice if necessary. If 
this is done in sincerity, little will be nec- 
essary in the way of legislation, and when 
it is necessary, there will not be much 
trouble in procuring or upholding it 
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ARE ANATOMIC TEETH SUITED FOR FULL 


DENTURES?* 


By GEORGE P. PHILLIPS, A.B., D.M.D., Boston, Mass. 


HE question of tooth forms for full 

dentures has held the attention of 

the dental profession since the early 
recognition of the importance of man- 
dibular movements, and the design of 
articulators for their production. 

Dental literature is replete with full 
and detailed accounts of the work done 
in this field from Bonwill to Gysi, 
Hanau, House, Needles, Wadsworth 
Hall, Monson, Stansbery and others. 

For years, tooth forms or dentures 
clung more or less to forms resembling 
natural teeth of varying cusp inclinations. 
Not until Gysi designed the “trubyte” 
posterior teeth was there established a 
clear understanding and recognition of 
the relationship which exists between 
mandibular movements and the cusps of 
the teeth. These were based on a correct 
mechanical conception of the function of 
the temporomandibular articulation as 
far as it could be applied to standardized 
posterior teeth with an approximate cusp 
inclination of 33 degrees. 

Later, tooth design went farther. Teeth 
were designed with a 45 degree inclina- 
tion. Artistically and mechanically, these 
teeth seemed to be the embodiment of 
perfection. They functioned perfectly. 
Patients were delighted with them. Then 
came the day of reckoning. Something 
began to happen to the tissues. They 


*Read before the Section on Full Denture 
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began to melt away, the dentures had to 
be relined often, until the once well- 
formed ridges of the maxilla and man- 
dible were reduced to a mere shadow of 
their original form. 

Until the advent of the very steep 
cusped teeth, tissue resorption with occa- 
tional relining was accepted as a matter 
of course. It was the speed with which 
the tissues were destroyed under these 
teeth that directed attention to the pos- 
sible danger from increase of the cusp 
height. Then the tide turned, and the 
cusps were blamed for all resorption. 

Sears teeth were a relatively conserva- 
tive departure from the original anatomic 
teeth as compared to the forms that fol- 
lowed later. Sears himself repeatedly 
stated that the present channel teeth were 
not the last word in the nonanatomic 
teeth, but simply the first departure from 
the old forms. 

Then along came the inverted cusp 
teeth designed by Hall. These, owing to 
some merit and to Dr. Hall’s own end- 
less energy and sincere conviction that 
they were the last word in tooth design, 
is he preached his gospel throughout the 
country, gained considerable ground. 
Now the tide is turning again, and we 
find ourselves in the predicament of try- 
ing to decide which of the two extremes 
is the least evil. 

In view of these introductory remarks 
the question raised by the title of this 
presentation “Are Anatomic Teeth suited 
for Full Dentures?” seems pertinent. 


y 
n | 
n 
. 
n 
1S 
e 
1€ 
st 
h 
Vv 
of 
e 
ye 
le 
of 
1s 
r H 
df 
yn 
If 
c- 
n 
| 
559 


360 


Hall’s strongest argument in favor ot 
the cuspless tooth has been, and it still 
persists and perplexes the minds of many, 
the fact that we find many patients wear- 
ing artificial teeth made forty or fifty 
years ago with flat cusps or cusps ground 
to flat surfaces, and that these dentures 
are still useful and comfortable, and the 
ridges under them are still in good form. 

A person who is alive and well, forty 
or fifty years after losing his teeth, and 
still can wear his original dentures, must 
have been a pretty tough and healthy 
specimen in his day. He must have lost 
his teeth in his early thirties or twenties. 
He may have had pyorrhea, which I 


Fig. 1.—Centric occlusion in so-called ana- 
tomic teeth. 


doubt very much, but at any rate he must 
have escaped the periodontist. He could 
not have had treated or devitalized teeth 
of long standing. Consequently, when 
his teeth were extracted, they must have 
come out clean without much mutilation 
of the ridges, which usually accompanies 
extraction of teeth long pulpless. 

Thirty or forty years ago, immediate 
dentures or dentures inserted within a 
short time after extraction of the teeth 
were quite uncommon. Patients had to go 
without teeth for from three months to 


a year or more. 
It is a well-recognized fact that, during 
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the period that elapses between extrac- 
tion and the insertion of dentures, con- 
siderable tissue change in both the mouth 
and the temporomandibular articulation 
takes place, owing to lack of function, or 
to the abnormal use to which the ridges 
and the mandible would be subjected 
while the patients are “gumming it.” 
During such a period of waiting, the 
temporomandibular articulation of a per 
son with a steep condylar index at the 
time of extraction may develop a low o1 
flat index, so that, when the dentures are 
inserted months later, the mandible may 
be functioning on a practically horizontal 
plane, requiring little or no balancing. 


Fig. 2.—Position of lateral balance. 


I recall one case in particular a tew 
years ago that may serve as an example. 
A woman in her early forties had all her 
teeth out. She intended to wait six months 
before she had her dentures made, but 
after her teeth were extracted, she found 
that she could not bring her jaws togethe: 
within 4 or 5 mm., and she was quite 
uncomfortable; so she decided to have a 
temporary set made until she returned 
from the country. 

When she returned six months later 
for another set, I found that she had 
worn the first set of teeth that I made 
for her for but a short time. On exami- 
nation, I found that the jaws met com 
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fortably, and she could eat most every- 
thing that she wished to eat without her 
dentures. The mandible had migrated 
forward considerably, so that the second 
set of dentures that I constructed for her 
had to have no perceptible overbite and 
be made on an almost horizontal plane. 

I am referring to this case simply to 
call attention to the changes that may 
take place in edentulous mouths if left 
without dentures for any great length of 
time, and to point out the erroneous con- 
clusions at which one may arrive when 
referring to dentures made many years 
ago, without a complete history and rec- 
ords of the cases, from the extraction of 
the teeth to the construction of the den- 
tures, and all subsequent work. 


Fig. 3.—Relation of teeth on balancing side 
on insertion of bolus on working side. 


This is exactly what has been taking 
place in the past, when patients were in 
the habit of waiting a long time for thei1 
dentures after extractions. Is it any won- 
der, then, that flat cusped teeth served 
well? And not from choice or owing to 
a proper diagnosis on the part of the den- 
tist, but because flat cusped teeth were 
the only available ones at that time. In 
the sections of the country where the 
same conditions prevail today as in the 
past, we find the old types of teeth still 
tolerated for function, but hardly for 
esthetics. 

There is also another explanation for 


Are Anatomic Teeth Suited for Full Dentures? 561 


the results which the advocates of cusp- 
less teeth associate with the dentures of 
thirty or forty years ago. The adaptabil- 
ity of the tissues of the mouth, the mu- 
cosa, the underlying bone and the tem- 
poromandibular joint in the younger and 
healthier denture patients is greater and 
more persistent than in older and less 
vigorous patients. 

To illustrate: Let us take two edentu- 
lous patients, one young and vigorous in 
the twenties, and another one in the fit- 
ties, also healthy. I employ the word 
healthy advisedly. Every sick or un- 
healthy denture patient does not of neces- 
sity suffer from rapid resorption. There 
are illnesses which have no apparent 
effect on the recuperative power of the 
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Fig. 4.—Centric relation; upper buccal and 
lower lingual cusps reduced. 


bone and tissues of the mouth or its re- 
sistance to trauma; while others, such as 
those suffering from chronic circulatory, 
digestive and allied ailments, seem to be 
more or less susceptible to trauma. To 
return to the illustration: If dentures 
of the simple plain line type were con- 
structed for these two patients with no 
attempt at balancing, but in good centric 
occlusion with a small overbite, at first 
both sets would be out of incisal balance. 
A year or so later, it would be found that 
the separation at the posterior region in 
the incisal position in both patients had 
disappeared either partly or entirely and 
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the dentures would be in apparent bal- 
ance. 

Now, although the apparent results 
after a year will appear to be identical in 
the two patients, on examination we will 
find that this balance in the incisal posi- 
tion is due to tissue changes of two 
diametrically opposed types. 

In the younger patient, there will be a 
true balance and a more nearly perma- 
nent one than that found in the older 
one, because it will represent a functional 
and physiologic adaptation of the tissues, 
whereas the balance in the older patient 
will be due to the irreparable tissue de- 
struction due to the resorption of the 
anterior portion of the ridges to the level 
of the posterior one. 


Fig. 5.—Teeth in balance. The buccolingual 
width of the reduced cusps is two thirds of the 
inclined planes of the retained cusps. 


In other words, the balance between 
wear and upkeep in the younger patient 
being more constant and of a longer 
duration, the automatic balance in the 
incisal position, which has developed in 
this case in the course of a year or so, is 
due to adaptive, functional and physio- 
logic changes, and not to mechanical, 
frictional and destructive leveling of the 
ridges to a temporary state of equilib- 
rium, as in the case of the older patient. 

In this example, I have taken two vig- 
orous patients with a discrepancy in age 
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only. One does not have to stretch his 
imagination to guess what will happen 
to the mouths of patients suffering from 
the many ailments and diseases which 
make them susceptible to trauma and 
bone resorption. 

How are we, then, to maintain tissue 
health and relative tissue permanence in 
denture patients? Are we going to 
ignore and cast aside all the information 
that research has supplied us as to tissue 
changes, masticatory habits, masticatory 
function and other biomechanical aspects 
of denture construction? 

Whether general dentistry as practiced 
today by devitalization of teeth, perio- 
dontal treatments and injudicious con- 
struction of partial dentures is conducive 


Fig. 6.—Bolus and tooth balance when last 
third of inclined plane is traveled. 


to the future dental health and happiness 
of the older patients, is a matter beyond 
the scope of this paper, but the fact re- 
mains that, day after day, we are called 
on to supply dentures to an increasing 
number of patients with mouths badly 
mutilated, for many reasons, some of the 
conditions being preventable and others 
little known. 

It is our duty as dentists to restore 
such mouths to a semblance of their 
original efficiency, with comfort and a 
reasonable degree of permanence, and to 
this end I shall attempt to present what 
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| consider a way out, as tar as tooth 
forms may contribute to the success of 
such dentures. 

Cuspless teeth have been given a tair 
trial at the expense of esthetics, phonetics 
and even comfort, with no apparent les 
sening of tissue resorption. As in most 
human endeavors, we have gone from 
the one extreme of hair splitting over 
the various relationships of the occlusal 
planes of the upper teeth to the lower in 
all mandibular other 
extreme of throwing to the wind every 
thing that we could have gained and 
learned from our successes and failures, 
and we are now forced through circum 
stance to accept tooth forms which do 
not meet even the most rudimentary re 
quirements of denture construction. 

I have referred to the cuspless teeth as 
not having contributed to the lessening 
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Fig. 7—Lateral view of teeth in centric re 
lation. The clearance between the inclined 
planes of the mesiolingual cusps of the upper 
and distolingual cusps of the lower molars is 
equal to the overjet of the anterior teeth 


of tissue resorption. One of the safe- 
guards with which Nature has provided 
us against injurious stimuli is pain or 
discomfort. It is this safeguard that 
makes it possible for denture patients to 
become adapted to almost any sort of 
dentures, whether balanced or not. Not 
that the tissues of the mouth adapt them- 
selves to the dentures, but that the pa- 
tients, in order to avoid pain or discom- 
fort, become resigned to their fate and 
tolerate dentures of much reduced eff- 
ciency and, in some cases, of no efficiency 
at all. The wearing of unbalanced den- 
tures with cusped teeth is quite likely te 
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produce considerable pain, especially in 
older patients, owing to cusp interfer 
ence, which forces them to exert less 
in mastication. In this way. 
they are safeguarding themselves against 
trauma. 

In the case of the cuspless teeth, quite 


pressure 1n 


the opposite thing happens. As they ex 
perience no great amount of discomfort 
from the start on account of the lack of 
cusp intereference, they begin to use their 
But the con 
stant rocking motion of their dentures, 
due to lack of tooth contact on the bal 
ancing side, which is needed to accommo- 
date the descending condyle path, sub- 
jects the tissues to a painless but con- 
tinuous trauma. 

I do not wish to imply that I would 
prefer a painful, unbalanced denture built 
with cusped teeth to one built with cusp 


dentures quite vigorously. 


( ) 

Fig. 8.—Incisal balance. 


less teeth. My concern in the matter lies 
in the fact that we have only one pair of 
jaws to last us a lifetime and as yet no 
means have been found to grow new 
ridges. Hence, the logic of trying to con- 
serve the tissues from preventable trauma, 
whether painful or not. 

This condition of painless trauma in 
dentures with cuspless teeth is analogous 
to traumatic occlusion in periodontia. 
when traumatic resorption may continue 
for years without any sign of painful 
irritation. 

Truly anatomic teeth offer the only 
solution to the tooth problem of denture 
construction. Truly anatomic posterior 
teeth for dentures should be designed in 
such a way as to meet all the anatomic 
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and physiologic requirements of masti- 
cation as related to the bicuspids and 
molars, without depriving the anterior 
teeth of either their masticatory or non- 
masticatory functions. As the function 
of the teeth is not limited to mastication 
alone, but concerns esthetics and pho- 
netics also, the true anatomic tooth must 
meet all these requirements to a greater 
degree than any of the present forms. 
With the possible exception of the cus- 
pids in some instances, the masticatory 
function of the anterior teeth is limited 
to incising only, while their nonmastica- 
tory function is esthetics and phonation. 
It is very difficult to draw the line 
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Fig. 9.—Changes necessary in relation of 
walls of teeth. The square enclosures repre- 
sent the present anatomic teeth; the parallelo- 
grams, the new true anatomic teeth. 


between anatomic and physiologic re- 
quirements, as they are closely related 
and are quite interdependent. If we bear 
in mind the fact that form and function 
are inseparable, we can understand why 
we have so many variations from the 
normal and why every denture case has 
to be treated as an individual case and 
also why all attempts at standardization 
have failed. Roughly speaking, the ap- 
pearance and form of the teeth and the 
structure of the temporomandibular ar- 


ticulation may be the anatomic require- 
ments, while tissue reaction concerns 
stresses ; and muscle function, the physio- 
logic requirements. 

From the foregoing attempt at a defi- 
nition of the true anatomic teeth, it fol- 
lows that such teeth may possess all these 
requirements and still lack the form sym- 
metry of the natural teeth. The present 
so-called anatomic teeth do not even de- 
serve the name either for form or func- 
tion if we are to judge them by what 
they can do. 

Of the present teeth available, the 
cusped or so-called anatomic teeth occupy 
one end of the scale and the cuspless teeth 
the other end, the Sears and French teeth 
occupying a position somewhere between 
these two extremes. It is between these 
two extremes that the solution of the 
problem lies. 

I attribute the failure of the cusped 
teeth to the introduction of the opening 
component on the working side, and that 
of the cuspless teeth to the elimination of 
the balancing component. In the true 
anatomic teeth, the opening component 
of the working side should be eliminated 
because it causes undue stress on the 
working side, but the balancing compo- 
nent must be maintained in order to pro- 
vide balance and harmony between the 
dentures and the descending path of the 
condyle. 

There are two other features that the 
true anatomic teeth should possess: 

1. A provision for the shifting of the 
bite. The inevitable initial condensation 
of the tissues when dentures are newly 
inserted and the consequent forward 
migration of the mandible are two very 
disturbing features in full denture con- 
struction. The cuspless tecth, owing to 
the total elimination of the cusps, do not 
present this problem, but the present 
anatomic teeth present almost endless 
difficulties, which, in most cases, culmi- 
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nate with the eventual grinding off of all 
the cusps and the loss of esthetic values 
and efficiency. To keep up with this 
aggravating feature of the present ana- 
tomic teeth in a closely articulated set of 
dentures, forty-eight inclined planes will 
have to be freed from time to time, and 
this procedure, at best, offers only tempo- 
rary relief. 

2. Provision for bolus and tooth bal- 
ance. The question ‘What will happen 
to the balancing side of a well articulated, 
balanced and milled set of dentures, when 
a bolus of food is inserted on the working 
side?” is asked from time to time, and is 
used by some as the most formidable 
argument against balanced occlusion. If 
one would take the time to analyze the 
process of food reduction from the inser- 
tion of the bolus of food into the mouth 
to the state just before deglutition in 
denture patients, the argument will lose 
most of its weight. Considerable help 
can be provided in that direction for most 
patients by the establishment of a bolus 
and tooth balance. 

Up to this point, I have tried to give 
my reasons for advocating true anatomic 
forms for posterior teeth, and I shall try 
to give the reasons that I call teeth that 
are not true to tooth symmetry of the 
natural teeth truly anatomic. 

In the process of evolution from the 
lower animals to the present human 
form, Nature has continually taken away 
or has reduced to a rudimentary form 
such anatomic structures as have outlived 
their usefulness and are no more needed. 
But whatever anatomic structures she 
preserves are no less anatomic because 
they do not conform strictly in form to 
their predecessors. 

In the case of edentulous patients, 
necessity calls for the replacement of lost 
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organs, because they have outlived their 
usefulness as far as their retention has 
become detrimental to the organism as 
a whole. But their replacement calls for 
the solution of mechanical problems for- 
eign to the natural dentition. Now if the 
tooth phase of the problems in dentures 
calls for elimination of certain cusps or 
their reduction to a rudimentary form 
and the retention of others, does that 
make them mechanical or nonanatomic, 
because they do not measure up to the 
tooth symmetry of the natural teeth? If 
it does, none of the present anatomic 
teeth should be called anatomic, because 
they all have to be altered considerably 
during their setting-up. 

The basic principles of the teeth which 
I am offering as a solution to the problem 
are these: 

1. Reduction of the buccal cusps of 
the upper teeth to a horizontal or nearly 
horizontal plane. 

2. Reduction of the distolingual cusps 
of the upper molars to a rudimentary 
cusp form. 

3. Reduction of the mesiolingual cusps 
of the lower molars and bicuspids to a 
horizontal plane, parallel to the buccal 
cusps of the upper molars. 

4. Changing the occlusal aspect of the 
teeth from a form conforming to a square 
to that of a parallelogram, pointing me- 
siolingually for the upper and distolingu- 
ally for the lower teeth. 

5. Maintaining the buccolingual width 
of the reduced cusps of the upper and 
lower teeth in a ratio 2:3 to the inclined 
planes of the lingual cusps of the upper 
and buccal cusps of the lower teeth. 

Teeth designed according to these prin- 
ciples should meet all the tooth require- 
ments for full dentures. 
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SURGERY AS AN AID TO MORE EFFICIENT SERVICE 
WITH PROSTHETIC DENTURES* 


By V. H. KAZANJIAN, D.M.D., M.D., F.A.C.S., Boston, Mass. 


HE efficient construction ot a den 
San involves many technical prob 

lems requiring a high degree of 
skill. 

The work of the prosthetic dentist is 
often made difficult because, in addition 
to the complexities of technic, he has to 
deal with tissues offering many variations 
in shape and contour—the palate, alve- 
olar edges and soft tissues of the mouth. 
Mouth conditions, furthermore, are not 
static, but are changing constantly. 

Fortunately, most mouths, even if they 
vary considerably, are within the range ot 
normality, and their variations in no way 
prevent the construction of an efficient 
denture. There are many abnormal 
mouth conditions which are beyond the 
mechanical skill of the dentist, and even 
if the construction of a denture is pos- 
sible, the patient is obliged to be satisfied 
with a much less efhicient appliance. 

Until recent years, little attempt was 
made to correct these defects surgically. 
The dentist depended largely on mechan- 
ical means to overcome his difficulties. 
Judicious surgical interference in selected 
cases is a distinct advantage. Surgery’s 
aim, in these circumstances, is to aid or 
assist the prosthodontist, because gener- 
ally we are dealing with unfavorable en- 
vironment rather than a pathologic con- 
dition. With the prosthetic dentist rests 


*Read before the Section on Full Denture 
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the responsibility tor electing surgical 
interference; but upon the surgeon falls 
the task of determining the type of ope: 
ation. For this reason, it is important for 
him to make a careful study of the ab- 
normal condition and plan the operation 
accordingly. Hastily conceived and 
poorly planned operations may do more 
harm than good. Having this in mind, 
I should like to outline a plan of opera- 
tive technic. 

Mouth abnormalities unfavorable fo: 
the construction of an esthetic and serv- 
iceable denture may be classified under 
(1) developmental abnormalities and (2) 
traumatic abnormalities. Under the 
former, we can list overprominent alve 
olar ridges, exostoses and hypertrophy or 
atrophy of certain tissues. 

The presence of prominent alveolar 
ridges may not handicap efforts to secure 
retention of a denture, yet it often re- 
duces the intermaxillary space and causes 
abnormal bulging, thus creating difficul- 
ties in setting the teeth, with a corre- 
sponding sacrifice of esthetics. 

Among the many bony prominences. 
called exostoses, torus palatinus in the 
median raphe of the palate is most com- 
mon. Bony projections at the lingual as- 
pect of the lower jaw and abnormal 
prominence of the tuberosity of the hard 
palate are not infrequent. None of these 
conditions is pathologic. The patient is 
rarely conscious of them, and even a large 
torus palatinus overhanging the center of 
the palate seldom causes the patient to 
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complain; but when circumstances oblige 
a patient to use artificial dentures, the 
presence of such conditions will occasion 
distinct mechanical difficulties. 

Excessive hypertrophy or atrophy of 
the palatal mucous membrane is likewise 
a serious mechanical handicap. Normally, 
the soft tissues on either side of the hard 
palate are firm, but with a certain 
amount of resiliency because of the con 
nective tissue beneath the mucous mem 
brane. Excessive hypertrophy of the sub 
mucous tissue produces a flabbiness which 
interferes with retention of a full den 
ture. Marked atrophy, where resiliency 
is lacking, may be equally disadvanta- 
geous. 

The traumatic abnormalities present 
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he wearing of ill-fitting dentures 
over a long period of time may cause 
many abnormalities of a truly traumatic 
type. No reflection on the accuracy of 
dentures when first constructed is herein 
implied. But how often we find patients 
who fail to appreciate that mouth con- 
ditions change from year to year and 
that dentures should be frequently in- 
spected and perhaps adjusted. As a re- 
sult, many patients wear for years den- 
tures constructed as only a temporar\ 
appliance. 

Under such circumstances, normal ab- 
sorption of the alveolar bone occurs and 
the resulting space is filled with hyper- 
trophied mucous membrane. At other 
times, the constant irritation of the bor- 


Fig. 1 (Case 1).—Models of patient with torus palatinus of median raphe of palate, before 


and after operation 


far greater difficulties from the stand 
point of treatment. 

Minor defects of the contour of the 
alveolar ridges are often caused by in 
jury inflicted on the alveolar bone and 
soft tissues during extraction of the 
teeth. The fracture or intentional re 
moval of alveolar bone will generally 
reduce the height of the buccal sulcus 
and when, in addition, soft tissue has 
been destroyed, scars and adhesion bands 
extending to the alveolar crest are likely 
to follow. Sharp bony spines and deep 
undercuts, especially in the upper molar 
region, will result from failure to trim 
these projections at the time of extract 
ing the teeth. 


ders of the dentures appears to stimu- 
late, along the periphery, the formation 
of tissue resembling small fibrous tu- 
mors. Generally, when the cause of the 
irritation is removed, the tissues are 
likely to resume their normal state; yet 
occasionally we find extensive growths 
of fibrous tissue which can only be 
treated surgically. 

Absorption of the bone may likewise 
ensue when the teeth of the denture have 
not been set according to anatomic 
measurements, as, for instance, when 
plain line articulation is used. Mastica- 
tory power is reduced, and the force of 
mastication causes uneven pressure over 
the alveolar ridges, producing absorp- 
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tion. The patient is obliged to perform 
with the anterior teeth the grinding 
normally carried by the molars, and, 
from these conditions, we find excessive 
bony absorption resulting in flat ridges, 
improper buccal grooves and flabby soft 
tissues over the ridges. 

Of course, not all flat ridges are at- 
tributable to faulty occlusion in artificial 
dentures. Pyorrhea may cause the dam- 
age, and often even the normal wear 


Fig. 2 (Case 2).—Prominent alveolar ridges 
of upper jaw. Left, before operation; right, 
after operation. 


Fig. 3 (Case 3).—Sharp edges over top of 
lower alveolar ridge combined with deep un 
dercut on each side of the lingual surface, 
making it difficult for patient to use lower 
denture. 


and tear of the tissues is rapid enough 
to produce marked changes. 

I have purposely omitted mention of 
gross defects of the face and jaws such 
as are caused by fractures, gunshot 
wounds, automobile accidents, malig- 
nancies or deformities resulting from 


major operations of the mouth, as that 
is another story. 

Before proceeding to a detailed de- 
scription of various operations for cor- 
rection of the above-mentioned defects, 
it might not be out of place to emphasize 
that greater care in handling mouth tis- 
sues during extraction of teeth will un- 
doubtedly prevent many minor defects. 
I realize that it is not always possible in 
dificult operations to remove the roots 
of the teeth without sacrificing the buc 
cal plate of the alveolar ridge; in which 
case, one must take care to smooth out 
the sharp bony spines and not to trau- 
matize or excise the alveolar mucous 
membrane unnecessarily. Excessive ex- 


Fig. 4 (Case 3).—Model showing appearance 
of lower alveolar ridge after operation. 


cision will invariably lessen the depth of 
the buccal grooves and create fibrous 
bands extending over the center of the 
ridge. 

A great deal has been written recently 
regarding alveolectomy immediately fol- 
lowing the extraction of teeth. Normal, 
well-proportioned jaws do not require 
any more manipulation of the bony and 
soft tissues than the slight trimming of 
the sharp bony edges and the suturing of 
the lacerated tissues. It sometimes be- 
comes necessary to trim the alveola: 
ridges in order to establish normal pro- 
portions for esthetic as well as mechan- 
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ical reasons. In such cases, the mouth 
should be studied carefully on articulated 
models to determine just how much tis- 
sue must be removed. Thus, alveolec- 
tomy becomes a desirable procedure 
for the care of abnormally prominent 
alveolar ridges. 


TREATMENT OF ABNORMALITIES 


Many minor defects characterized by 
bony projections, such as exostoses and 
torus palatinus, are easily repaired by 
an incision over the area and retraction 
of the soft tissues until the prominence 
is well exposed. Its removal may be ac- 
complished with rongeurs or chisels. The 
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would be impossible to make a full denture 
for her because of the presence of a torus 
palatinus (prominent exostosis) at the me- 
dian raphe of the palate. As a result, she 
allowed the teeth to become very loose and 
lived on soft foods in order to save the 
teeth. When the patient was first seen by 
me, the teeth were very loose and there was 
a good sized torus palatinus at the median 
raphe of the palate. (Fig. la.) She was 
advised to have the molars extracted and 
the exostosis removed. This was done un- 
der local anesthesia with very satisfactory 
results. She has been able to wear a full 
denture comfortably. (Fig. 16-c.) 

Case 2.—This patient had pronounced 
alveolar ridges of the upper jaw with over- 
hanging edges at the cuspid areas as well as 


Fig. 5.—Various steps of operation for removal of prominent alveolar ridges without sacrific- 


ing height of gingivobuccal fold 


surface is then smoothed, and the wound 
closed with silk or any similar sutures. 
Occasionally, it may be necessary to re- 
move a part of the soft tissues where 
there is an overabundance. 


REPORT OF CASES 


Case 1.—N. T., an elderly woman, had 
been using an upper horseshoe-shaped vul- 
canite denture for many years. The den- 
ture was supported by two molar teeth on 
the left side. These teeth gradually became 
loose, but the patient was advised by her 
dentist that if she lost these two teeth, it 


the tuberosities, and one side of the pos- 
terior edge. (Fig. 2a.) The operation, 
which was performed under local anes- 
thesia, consisted of exposing the bony prom- 
inences and trimming a sufficient amount to 
reduce the size of the upper jaw. (Fig. 26.) 

Case 3.—This patient was unable to use 
a lower denture because the sharp edges 
over the top of the ridge combined with a 
deep undercut on each side of the lingual 
surface caused a great deal of irritation. 
(Fig. 3.) In this operation, an incision was 
made along the entire edge of the ridge, 
and the bone exposed and a certain amount 
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Fig. 9 (Case 4).—After operation 


Fig. 6.—Interrupted mattress sutures tied 
over gauze to prevent the cutting of skin. 


Fig. 10 (Case +).—Position of rubber tubs 
high up along gingivobuccal fold. 


~ 


Fig. 7—Elastic band fastened under tension 
with adhesive over lip dressing to maintain 
pressure from without and to control edema 


Fig. 11 (Case 5).—Appearance of jaws be- 
fore operation 


Fig. 8 (Case +).—Upper jaw with promi- ridges as well as the undercut thus being 
nent alveolar ridges. obliterated. (Fig. 4.) 

Abnormally prominent alveolar ridges 

of it trimmed. The mucous membrane of the upper jaw require more detailed 


edges were sutured tagether, the sharp discussion owing to the importance 9f 
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preserving an adequate gingivolabial fold 
and proper height of the residual ridges. 
Removal of the protrusion may often re 
duce the height of the ridge and make 
the wearing of a denture difficult. The 


Fig. 12 (Case 5).—Jaw after operation 


Fig. 13.—One method of re pairing fibrous 
vands after horizontal incision extending from 
base of band toward buccal fold. The lower 
borders of the wound are sutured in a vertical 


line. 


Fig. 14.—Another method of repairing fibrous 
bands by using the z incision. 


following procedure obviates this com 
plication: 

An incision is made along the promi 
nent margin down to the bone. (Fig 
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5a.) All tissues are carefully elevated, 
not only to the palatal surface but also 
anteriorly, well up to the anterior nasal 
spine and canine fossa. Extensive under- 
mining of the tissues is important. (Fig. 
5b.) Excessive bone is removed by a 
rongeur (Fig. 5c), the labial flap is car- 
ried high up and the margins of the in- 
cision are approximated by interrupted 
sutures. The removal of bone allows the 
labial flap to slide to a higher position. 


hig 


Sutures after transnosing flaps 


nade by z incision 


ANS 
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Fig. 16.—Various steps for repair of fibrous 
adhesions covering extensive area over alveo- 
lar ridge. 


which is maintained by placing a small 
flexible rubber tube well up under the 
lip and passing interrupted mattress su- 
tures around it and through the lip on to 
the face as shown in Figure 5d-e. These 
are so placed as to create an upward 
tension on the mucous membrane sur- 
face. They are tied over gauze to pre- 
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vent the cutting of the skin. (Fig. 6.) 
A dressing is then placed over the lip 
and strapped in place with adhesive. 
This adhesive strap is split and one-half 
placed over the nose for support. (Fig. 
7.) To help control edema and to main- 


Fig. 17.—Various steps for repair of fibrous 
adhesions covering extensive area over alveo- 
lar ridge. 


tain pressure without, a double elastic 
band may be fastened under tension 
with adhesive over the lip dressing. The 


band can be removed the next morning, 
but the sutures and the rubber tube 
should not be removed for four or five 
days. 


Wy, 
yy 


Fig. 18.—Operative steps to extend ridge 
along lingual side of mandible. 


The tension of the rubber tubing main- 
tains adequate and equalized pressure on 


all the tissues and ensures a good gin- 
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givolabial told, which will not close when 
the sutures and the tubing are removed. 

In operations on the anterior part of 
the upper jaw, it is often necessary to 
remove a section of the anterior nasal 
spine in order to allow a higher buccal 
sulcus. 

Case 4.—D. S., aged 44, had an edentu- 
lous upper jaw with prominent bony ridges. 
(Fig. 8.) She was advised by her local den 
tist to have these ridges removed. My 
examination confirmed the earlier findings, 
especially in the anterior region where the 
lower teeth were biting against the palatal 
side. The problem in this case was to re- 
move enough of the prominence without 
destroying the height of the buccal sulcus. 
The operation was performed at the 
Massachusetts Eye and Ear Infirmary 
under local anesthesia, June 15, 1934, along 


Fig. 19 (Case 6).—Models of case before 
and after operation. The muscle attachments 
came very near the crest of the ridge. Opera- 
tion for the extension of the ridge was as 
shown in Figures 16 and 17. 


the same lines as described above, with 
very satisfactory results. (Figs. 9-10.) 
Case 5.—This patient was referred to the 
surgical clinic of the Harvard University 
Dental School by her local dentist, because 
she presented an unusual condition of the 
upper jaw requiring surgical interference. 
Examination showed the buccal plate of the 
upper alveolar ridge markedly prominent 
with sharp edges. It was evident that the 
patient had been using the gums for chew- 
ing as the crest of the alveolar ridge was 
more or less flattened. There were only 
a few teetii on the lower jaw, as shown 
in Figure 11. Operation was performed 
under local anesthesia. The remaining 
teeth were removed and the sharp bony 
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spines about the sockets were trimmed. 
The bony ridges of the upper jaw were 
exposed and trimmed with a rongeur. It 
was necessary to excise enough mucous 
membrane from the labial border to allow 
approximation for suturing. In this in- 
Stance, no attempt was made to raise the 
height of the residual ridge as there was 
sufficient buccal fold after the abnormally 
prominent ridges were removed. (Fig. 12.) 


MREATMENT OF ABNORMALITIES OF SOFT 
riSSUES COVERING ALVEOLAR RIDGES 
AND PALATE 


Repair of Fibrous Bands.—lt the de- 
formity consists of nothing more than 
the extension of a fibrous band over the 
center of the ridge, such as we occasion- 
ally see at the frenum or at the lateral 
aspect of the jaws, it is easily repaired 
by a horizontal incision extending from 
the base of the adhesion toward the buc- 
cal fold. (Fig. 13.) A raw surface will 
be left when the loose end is pulled out 
of position, and this is repaired by sutur- 
ing the mucous membrane borders to- 
gether. When there are indications that 
the last suture will be too tense, it may 
be necessary to make a horizontal incision 
along the buccal groove in order to ap- 
proximate the borders. This leaves a 
raw surface over the alveolar ridge, but 
since one side is covered with normal 
mucous membrane, the raw surface will 
heal without distortion of the loose buc- 
cal tissues. 

Another method for the obliteration 
of fibrous bands is a modification of the 
z incision which is used extensively for 
the repair of weblike adhesions resulting 
from scar tissue in various parts of the 
body. 

A vertical incision is made along the 
entire length of the defect, beginning at 
the margin of the ridge and extending 
toward the distal end over the cheek or 
lip. (Fig. 14.) The two sides are under- 
mined freely. Two lateral incisions are 
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then made to form the flaps, one incision 
extending close to the alveolar ridge, 
while the other extends to the mucous 
membrane of the cheek. These three 
incisions look like a letter z. Each flap 
is then drawn over in place of the other 
and sutured, with the result that the 
fibrous band is obliterated without leav- 
ing any raw areas. (Fig. 15.) 
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various degrees ot hypertrophy of the 
alveolar mucous membrane. 

The essential point in operative treat 
ment is to extend the buccal and labial 
grooves so that the lower dentures will 
have a larger resting area, while the up- 
per dentures will have deeper residual 
ridges. With hypertrophy, in addition 
to the extension of the ridges, the flabby 


Fig. 20—Diagrams showing various steps in operation for removal of flabby tissue fron 


anterior part of upper jaw and also for reestablishment of height of buceal fold. 


Operation for Rida 
Upper or Lower Jaw. 


outlined various causes for 


Extension of 
I have already 
the diminu- 
tion or loss otf the gingivolabial fold. 
These do not always present a uniform 
picture. Absorption of the alveolar bone 
sometimes simply reduces the size of the 
buccal or labial area; but there may be 


tissues over the ridge must be eliminated. 
This condition is more frequently seer 
in the anterior region of the upper jaw 
rather than in the lower jaw. The fun- 
damental principle of the operation that 
I shall describe is the same in each case, 
with, of course, minor modifications to 
meet the variations of the individual case. 
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If the fibrous adhesions cover an ex- 
tended area over the alveolar ridge, the 
following operation, which I have used 
for many years for ridge extension 
whether of traumatic origin or other- 
wise, is well adapted. A horizontal in- 
cision is made on the surface of the lip 
or cheek on a line parallel to the alveola: 
ridge and about 1.5 cm. externally from 
it. (Fig. 16.) With a sharp instrument, 
the loose tissues under the mucous mem 
brane are undermined and freed from 
the membrane as far down the external 
side of the periosteum as is necessary. 
This loose flap of tissue attached to the 
alveolar ridge is then pushed or folded 
down against the periosteum and sutured 
in place. The raw surface on the lip o1 
cheek is then closed by suturing  to- 


Fig. 21 (Case 7).—Models (right) showing 
absorption of bony ridge at anterior aspect of 


upper jaw; (left) extension of ridge higher 


up into buccal fold. (Compare Figure 20. 

gether the top and bottom margins of 
the raw area. Sutures may be passed 
through the skin, if necessary, since these 
do not leave any permanent scars. (Figs. 
17-18.) There are one or two points of 
technic that must be followed for suc 
cessful results. First, the incision line 
should be far enough from the ridge to 
allow enough mucous membrane to cover 
the newly formed ridges; secondly, the 
periosteum must not be disturbed, but 
all the submucous tissues, including the 


attachments of the muscles of expres 
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sion, should be pushed apart from it; and 
care must also be taken in suturing not 
to tear the periosteum. This operation 
is equally adaptable for reformation of 
the buccal groove for either the upper or 
the lower jaw. 

Case 6.—Mrs. R., aged 34, was injured 
in an automobile accident, Feb. 21, 1934, 
the lower jaw being fractured and the tis- 
sues badly lacerated. My examination, 
June 11, showed a well-defined lower ridge, 
but the muscle attachments came very near 
the crest of the ridge, especially in the 
interior region. (Fig. 19a.) Operation 
was performed under local anesthesia, fol- 
lowing the same technic as outlined above. 
(Fig. 19d.) 

In some cases, in which there are in- 
durated scars and deep adhesions, a suf- 
ficient amount of mucous membrane is 
not available for the above described 
operation, and we are obliged to resort 
to skin grafting. 

The removal of flabby tissue from the 
anterior part of the upper jaw should 
not be confined to mere excision of the 
tissue since that would result in a flat 
surface without the buccal extension. A 
successful operation should not only 
eliminate the excessive flabby tissue, but 
should leave well-defined borders high in 
the buccal fold. 

An operation for this type of case does 
not differ materially from that for ridge 
extension, which has already been de 
scribed, except that the excessive submu- 
cous fibrous tissue is carefully resected 
from the mucous membrane flap before 
the latter is sutured back to the buccal 
surface of the upper jaw. If it is found 
that the mucous membrane over the 
lower end of the flap is too long, a suf- 
ficient amount of tissue may be removed 
to produce a good fit. At times, it may 
be necessary to excise some of the bone 
from the nasal spine in order to gain suf- 
ficient height at that region at the 
median line. (Fig. 20.) 
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Case 7.—S. M. M. had used a full upper 
denture for many years, and when it be- 
came necessary for her to have a new one, 
her dentist advised an operation for the 
reconstruction of the upper jaw. My exam- 


the anterior region, and the buccal groove 
had entirely disappeared. (Fig. 21a.) I ad- 
vised an operation for ridge extension. A 
horizontal incision high in the buccal fold 
was made along the entire length of the 


_-Incision under 


and through flap 


Rece excised 


Fig. 22.—Various steps of operation for extension of hypertrophied fibrous tissue at anterior 
aspect of upper jaw combined with extension of adequate buccal ridge. (Compare Figure 20.) 


ination showed that the upper alveolar 
ridges were greatly absorbed, especially in 


tissue in question, and the mucosa with 
subcutaneous tissue was dissected from the 
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underlying tissue up to the very edge of the 
ridge, a broad flap thus being made. All 
the excessive submucosa tissue from under 
the flap to the periosteum was removed, 
care being taken not to strip the periosteum. 
This allowed a vertical surface over the 
buccal aspect of the alveolar ridges to be 
covered with the mucous membrane flap 
already prepared at the beginning of the 
operation. In order to control the borders 
of the flap in its new position, as well as 
the upper border of the incision, I sutured 
them separately to the periosteum at the 
extreme end of the fold, and combined this 


Fig.23 (Case 8).—Hypertrophied tissue over 
buccal aspect of upper jaw. 


Fig. 24 (Case 8).— After operation 
procedure with the use well up under the 
lip of a small flexible rubber tube, which 
was held in position with interrupted mat 
tress sutures passed through the lip on to 
the face. (Figs. 214 and 22.) 

Case 8.—This patient was referred to the 
Harvard University Dental School sur 
gical clinic by her local dentist. Examina- 
tion of the mouth showed a considerable 
amount of hypertrophied and well-defined 
fibrous tissue over the mucous membrane 
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of the upper lip close to the buccal fold as 
seen in Figure 23. This tissue was entirely 
covered by the plate that she was wearing. 
The operation consisted of an incision along 
the folds of the fibrous mass. The fibrous 
tissue was dissected out from the mucous 
membrane and part of the mucous mem- 
brane utilized for extension of the ridge, 
while the remainder was excised. The re- 
sult of the operation was quite satisfactory. 
(Fig. 24.) 

Excessive Amount of Submucosa.— 
One of the essential factors in the re- 
tention of dentures is the texture of the 
mucous membrane of the ridges and 
palate. It is a most desirable condition to 


Fig. 25.—Operation for repair of subnormal 
tissue conditions of palate. A small incision is 
made on one side of the palate near the alveo- 
lar ridge. The mucoperiosteum is freely sepa- 
rated, which allows the blood to fill the space 
ind organize. 


have enough healthy mucous membrane 
supported by just enough subcutaneous 
tissue to give slight resiliency. Fortu- 
nately, this occurs in most instances, yet 
some cases present abnormal conditions 
requiring surgical interference. 

On the lower jaw, one frequently 
meets a tough fibrous band extending 
along the top of the alveolar ridge. This 
band of tissue folds upon itself and, when 
force is applied, causes discomfort and 


pain. In constructing the denture, al- 
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lowances can often be made to relieve the 
pressure, but if this is not successful, it 
is advisable to excise the band of tissue, 
a procedure that leaves only a small 
raw surface, which heals quickly. 
Occasionally the entire palate, as well 
as the alveolar ridge, is soft and mobile, 
owing to the presence of a superabun- 
dance of subcutaneous fat and areolar tis- 


remedy for such a condition. This con- 
sists of dissecting the mucous membrane 
and making a sufficiently large opening 
to remove all the fatty tissue. It is ad- 
visable to do the operation in stages, first 
on one side of the mouth and then on 
the other, and to supplement it with the 
adaptation of a biteplate immediately 
after such an operation, thereby securing 


Fig. 26.—Attachments of various muscles of upper jaw which influence outline of buccal fold 


sue. This is a type of rare abnormality 
which defies the ingenuity of the prostho- 
dontist. Various mechanical measures 
have been tried to cause resorption and 
hardening, but the methods are long and 
tedious and, as a whole, unsatisfactory. 
A well-planned operation is the only 


a close contact between the mucous mem- 
brane flap and its base. 

The converse of this condition is not 
infrequently encountered, when, instead 
of having too much submucosa, we have 
a hard unyielding surface, and the mu- 
cous membrane appears to adhere to the 
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bone; which allows no resiliency. In dis- tire denture area affords no resiliency tox 
cussing this type of abnormality, House’ a valve seal action at the periphery of the 


aim denture owing to the fact that it affords 
Subnormal tissue conditions and the en no cushion effect and therefore is easily 
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Buccinator 
Incisivus Ineerronis 


Fig. 27—Attachments of various muscles to lower jaw which affect boundaries of alveolar ridges. 


1 Sian M. M.: Classification of Osseous bruised and irritated under stress. Expe- 
Muscular, and Tissue Conditions of Edentu- Tience has proved such conditions to be 
lous Mouths; Nichols, I. G.: Prosthetic Den treatment Cases requiring from two to eight 
tistry, St. Louis: C. V. Mosby Co., Vol. 2, pp vears’ continuous wearing of vulcanite den- 
90-91. 
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If 1 may quote from my past experi- 
ence in this field, I should add that such 
subnormal tissue conditions give very 
poor retention of the denture. For a long 
time, the surgical treatment of this type 
of case puzzled me, until I recently 
evolved the following operation: 

A small incision is made near the cen- 
ter of the ridge of one side. (Fig. 25.) 


LIN GUAE 


procedure is applied to the alveolar 
ridges. At least one month should elapse 
before impressions are taken for new 
dentures. 

All these operations are more conven- 
iently done under local anesthesia, al- 
though general anesthesia is not contra- 
indicated if the operator should desire 
it. There is usually a moderate amount 
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Fig. 28.—Attachments of various muscles to lower jaw which affect boundaries of alveolar 


ridges in edentulous cases. 


With a periosteal elevator, the muco- 
periosteum is separated from the palatal 
bone. The wound is sutured and blood 
is allowed to fill in between the bone and 
mucoperiosteum, which should organize 
and form fibrous tissue, thus adding to 
the resiliency of the surface. The same 


of swelling of the face following the 
operation, but it gradually subsides. Mat- 
tress sutures do not leave any mark on 
the skin surface if they are protected by 
a thin strip of gauze and are not sutured 
too firmly. 

The boundaries of the resting area ot 
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the artificial dentures are influenced by 
the various muscles of mastication and 
expression. Their attachments on the 
buccal, labial and lingual surfaces of the 
mandible and maxilla mark the beginning 
of mobile and active tissues. It is there- 
fore important for the success of the vari- 
ous operations mentioned above to have 
a comprehensive knowledge of the vari- 
ous tissues with which we are dealing, 
especially the position of some of the 
muscles nearest to the alveolar ridges. 
The most important are, in the maxilla, 
the buccinator, which is attached to the 
tuberosity and the buccal plate of the 
alveolar processes of the maxilla opposite 


Fig. 29.—Attachment of genioglossus and 
mylohyoid muscles. 


the molar teeth, and influences the 
boundary line of that area. The other 
muscles which make the anterior boun- 
dary are compressor nasi and depressor 
alae nasi, caninus and incisivus labii su- 
perioris. (Fig. 26.) 

In the mandible, the following mus- 
cles, which are attached to the outer 
plate of the alveolar processes of the 
mandible, are also attached to the buc- 
cinator: depressor labii inferioris and 
mentalis. 

The muscles attached to the lingual 
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surface of the mandible and which influ- 
ence the extension of the lingual borders 
of the lower denture are: mylohyoid, a 
few fibers of the buccinator muscle at 
the postmolar region, the genioglossus, 
the geniohyoid and frenum _linguae. 
(Figs. 27-30.) 

In operation for ridge extension, we 
have two alternatives: either to move the 
attachments of certain muscles higher 
up or to neutralize their action by cut- 
ting the fibers away from the periosteum 
and replacing them by a mucous mem- 
brane flap which adheres in the new po- 
sition, a wider resting area resulting for 
the dentures. 


Fig. 30.—Attachment of genioglossus and 
mylohyoid muscles in edentulous cases. 


The surgical treatment of mouth con- 
ditions which offer mechanical difficul- 
ties preventing the successful adjustment 
of artificial dentures is a comparatively 
new field, the possibilities of which we 
are just beginning to appreciate. It 
should be approached cautiously, as 
otherwise irreparable damage is quite 
likely to result. Yet the successes which 
have been achieved in this field lead us 
to view it with expectation, and if we 
proceed carefully in its development, we 
can accomplish much good. 
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CLINICAL PROSTHESIS AS APPLIED IN CASES OF 
ANOMALIES OF EDENTULOUS JAWS* 


By R. O. SCHLOSSER, D.D.S., F.A.C.D., Chicago, III. 


HE literature of orthodontia offers 
be descriptive text concerning ir- 

regularities of the teeth and jaws, 
while that pertaining to oral surgery 
turnishes us with unlimited information 
regarding the anomalies of individual 
teeth and malformations of the jaws, in- 
cluding such abnormalities as congenital 
cleft palate and associated and analogous 
deformities; yet, in a careful perusal of 
the Dental Index, I have succeeded in 
finding but meager references to anoma- 
lies of edentulous jaws. Neither have I 
been able to find much bearing on the 
prosthesis for this type of case. 

My failure in this respect may be due 
to the fact that as yet my search has not 
been sufficiently diligent. It has occurred 
to me that one way in which I might 
obtain the information sought would be 
to start a discussion of this particular 
subject. In consequence, I have availed 
myself of the opportunity given me at 
this time. To add stimulus to this dis- 
cussion and also in the hope of arousing 
interest in this matter, I have brought 
with me a collection of models of un- 
usual cases that have been cared for at 
our clinic during the past few years, and 
have also arranged to show several pa- 
tients. 

The treatment given these cases from 
the standpoint of clinical prosthesis was 
very materially simplified by the applica- 
tion of the fundamentals of diagnosis 


*Read at the Seventieth Midwinter Clinic 
of the Chicago Dental Society, March 1, 1934. 


Jour. A.D.A., April, 1935 


and prognosis, and by the adherence to 
sound principles of clinical and labora 
tory procedure, the latter being of ne 
cessity varied or modified. 

Among the more trequently encoun- 
tered cases, we find a goodly number of 
a type showing an excessive degree ot 
resorption of the alveolar ridges. There 
may be some objections to classifying 
these as anomalies, yet the amount ot 
structure lost as the result either of dis- 
ease or traumatization has, in these cases, 
created disfigurements so gross as to give 
them many aspects of abnormality. While 
it is true that most of these patients have 
lost their teeth because of pyorrhea and 
later have worn or rather tolerated ill- 
fitting artificial dentures for too long a 
period, and might, in consequence of ad- 
vanced age and physical infirmities, make 
poor subjects on which to try one’s art 
and skill, they deserve our consideration. 
Though we might, in our desire to ren- 
der them a degree of cornfortable service, 
fall short of getting the result we hope 
for, there is much satisfaction to be de- 
rived from a sincere attempt. 

As in all cases, our objective in the 
treatment of these patients is to restore 
the lost facial dimensions and contour to 
a degree befitting the age of the indi 
vidual, as well as to restore in reasonable 
measure the function of mastication, and 
to aid the function of speech. Because 
we have been able to do this in most of 
the cases of which we are showing models 
here, we have been greatly encouraged in 
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our efforts and therein find the urge to 
continue. Financial remuneration is of 
course among the consummations that 
may be wished for, devoutly or other- 
wise, and who is there in these troublous 
times that would turn down an honora- 
rium? Yet I feel certain that, even in this 
day of many uncertainties, the thrill that 
tollows the accomplishment of a difficult 
task well done has its own intrinsic value. 

I shall now cite specific cases belonging 
to this group. 

Case 1.—A woman, aged 70, had worn 
ill-fitting full dentures for over twelve 
years. Both ridges showed excessive re- 
sorption, the maxillary ridge being also 
extremely flabby anteriorly. The muscular 
attachments were all very close to the 
residual crest. 

The mandibular denture was very much 
underextended and the cusps of the teeth 
were all ground off. As a result of this 
and the resorptive changes, the occlusion 
was not balanced in any jaw relation. The 
only treatment given this case was the 
construction of a well-fitting set of den- 
tures with a well-balanced articulation 
and subsequent routine adjustment service 
for a period of thirty days. The vertical 
dimension of the denture space was in- 
creased; which, with the needed restora- 
tion of lost contour, made a pleasing change 
in the patient’s appearance. Though en- 
countering some difficulty at first in man- 
aging the new dentures, the patient soon 
learned to use them effectively and to her 
entire satisfaction, and, several months 
later, she brought her husband and sister 
in as patients. The old dentures, as well 
as a duplicate set of the new ones, mounted 
on an articulator, illustrate some of the 
phases of this case very clearly. 

Case 2.—A woman, aged 68, wearing 
an upper and a lower denture, each padded 
with a layer of cotton about 5 to 7 mm. 
thick, reported having worn these cotton 
pads, which she renewed from time to 
time, for three years. A study of the 
models of this case reveals another in- 
Stance of marked alveolar _ resorption. 
Many difficulties were encountered in the 
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taking of impressions and in recording the 
positional relations. In spite of these dif- 
ficulties, we succeeded in fitting the patient 
with dentures that she was able to wear 
with comfort, and sans cotton or other 
forms of padding. 

Case 3.—In this case, a type of patent 
suction device had been employed, which, 
instead of increasing the retention of the 
denture very much, produced a severe irri- 
tation of the mucosa of the palate. Though 
the denture space in the completed restora- 
tion showed a vertical dimension of 35 mm., 
the patient soon became adjusted to the 
change, and in spite of the fact that the 
dentures exhibited a marked resistance to 
displacement. The mounted casts of this 
case are shown. 

It is admitted that the case histories of 
these three patients are somewhat 
meager. It must also be acknowledged 
that a certain amount of the resorption 
that had taken place was such as natu- 
rally follows the extraction of teeth, but 
it can hardly be denied that the excessive 
amount of resorption was largely due to 
conditions that might have been pre- 
vented by modern methods of denture 
prosthesis. 

A second type of anomalies of edentu 
lous jaws is that in which we find a 
marked discrepancy in the size of the op- 
posing arches. These anomalies, while 
they are but the residual proof that the 
dentate arches presented analogous dis 
proportions and associated irregularities 
of the teeth, often show an even greater 
disproportion in the edentulous state, 
owing, I believe, primarily to the manner 
in which resorption progresses after the 
removal of the teeth. I refrain from go- 
ing too deeply into a discussion of the 
etiology of this type of abnormality; 
first, because it would lead us too far 
from the subject of clinical prosthesis 
and, secondly, the time at our disposal 
would not permit us to more than scratch 
the surface of so broad a subject. 

In a general way, it may be said that 
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these cases are due to some form of dis- 
turbed development, either systemic or 
dental in origin, or in some manner con- 
nected with the endocrine glands. For 
the purpose of our study, they may be 
divided into several groups: (1) those 
marked prominences of the maxilla asso- 


showing marked unilateral disharmonies. 
The question as to whether the condition 
is genetic or pathologic will as a rule not 
alter or affect the design of the dentures 
to be made, though even this rule like 
others may have its exceptions. 

While it seems that the mandibular 


Fig. 1.—Above, left: Front view of patient without dentures; right: Appearance of patient 
with dentures in place. Below, left: Profile view of patient without dentures; right: Profile 


view of patient with dentures in place. 


ciated with an excessively receded man 
dible; (2) those showing extreme man 
dibular prognathism with a correspond 


ingly deficient maxilla, and (3) those 


prognathous types are more often en- 
countered than the orthognathous, we do 
find quite a number of the latter. In this 
connection, it might be well to mention 
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that some cases which are at first desig 
nated as prognathous are subsequently 
shown to be either normal or, worse yet, 
really orthognathous, the erroneous clas- 
sification being due to an incorrect regis- 
tration of positional relations. While 
cases in which the mandibular arch is in 
lateral relation are not so frequently met 
with as the others, we have seen quite a 
few ot them, and because of their par- 
ticular deviation from the normal, we 
have included models of several such 
cases in our present collection. I also 


Fig. 2.—Occlusal view of edentulous casts 
trom case shown in Figure 1. 


have with me one or more patients of this 
type. 

There is still another type. Into this 
group might be placed all other anoma- 
lies of edentulous jaws, either maxillae 
or mandibles, that are of special interest 
to us because of the peculiar character of 
their deviation in form from what we 
consider normal. In this part of our col- 
lection, we have the following: A max 


illary case measuring but 29 mm. from 
the center of the right to the center of the 
left tuberosity; another maxillary cast 
measuring 60 mm. from similar points, a 
third maxillary cast showing a circular 
cleft of 35 mm. diameter. In the last case, 
there is perfect union of the soft palate. 
A fourth maxillary cast shows well de- 
veloped contours of the alveolar ridge on 
both sides, but a severe contraction of the 
arch. The vault is very high and con- 
stricted, the median line having the ap- 
pearance of a deep fissure, but no actual 
cleft. In still another cast, the abnormal- 
ity consists of cicatricial adhesions on one 
side from about the bicuspid region and 
continuing back past the tuberosity to the 
hamular process. Also in this series, we 


Fig. 3—Mandibular denture showing teeth 
set in extreme buccal version on left side, 
from case shown in Figure 1. 


have a sixth maxillary cast showing a 
rather prominent torus palatinus. 

In mandibular casts, we often find dis- 
tinctly individual deformities classifica- 
tion of which might defy an expert. 
Aside from those in which there is vir- 
tually a complete resorption of the alveo- 
lar ridge proper, we encounter many odd 
shapes. I have three or four particularly 
queer ones that may be seen after the 
reading of this paper. The first of these 
shows a very steep curve of the ridges in 
the vertical and sagittal planes. In the 
incisor region, the ridge is fairly promi- 
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nent, extending vertically about 6 to 7 
mm. from the base. At the cuspid region, 
it begins to dip down sharply, while in 
the region of the first molar it is approxi- 
mately 25 mm. lower than in the an- 
terior region. From here, it curves up- 
ward abruptly, bringing the retromolar 
areas almost to the same level of the 
crest in the incisor region. It suggests 


itself. This model was sent to me by on 
of our alumni. 

The second mandibular cast shows us 
one of the most severe cases of resorp 
tion. There is a groove of considerable 
depth between the external oblique line 
and the crest of the mylohyoid ridge, the 
alveolar ridge proper being completel\ 
obliterated and this depression in_ its 


Fig. 4.—Above: Frontal view of dentures and edentulous casts. Below: Profile view of den 
tures and edentulous casts portraying extreme orthognathous ridge relation. (From case shown 


in Figure 1.) 


an early loss of the bicuspids and first 
molars and, because of no replacement of 
these teeth, a drifting of the others 
toward each other,, with the resultant 
curvature of the body of the mandible 


place. Digital examination showed the 
body of the mandible in the first molar 
region to be only about 6 mm. thick 
This case, like many of similar categor} 
was referred to me for clinical care 
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one ot the alumni of our school. The 
patient was quite pleased with the result 
obtained. 

The third and by far the most spec- 
tacular mandibular cast in our collection 
is of a case of osteitis deformans. I will 
show you not only the models and slides 
of this case, but also the patient himself. 
The maxillary cast shows normal form 
and development. Owing to the deformity 
the symphysis is to the right of the median 
line of the face, and the crest of the 
residual ridge of the left side is in ex- 
treme lingual version. This can be best 
observed by studying the case as mounted 
on the articulator. While the slides 
enable one to get some idea of the mag- 
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fection was marked shortcning of the 
right half of the mandible. The patient 
first came to see me about fifteen months 
ago, being brought in by a member of our 
oral surgery department. As the case 
offered much in the way of clinical value, 
I decided to use it in certain lecture dem- 
onstrations before our students. I com- 
pleted the dentures about thirteen months 
ago, the patient having worn them con- 
tinuously. A recent checkup revealed but 
slight irritation in the region of the 
lingual frenum, which was easily alle- 
viated. The patient reports that he can 
masticate virtually all sorts of food with- 
out difficulty, eating corn off the cob 
during the past summer. Test showed 


Fig. 5.—Left: Balanced occlusion in left lateral jaw relation. Right: Balanced occlusion in 
right lateral jaw relation. (Case shown in Figures 1-4.) 


nitude of this deformity, the models por- 
tray it in a much better manner. More 
convincing than either slides or models 
is the opportunity to see the patient with 
the completed restoration. To us the re- 
sult has been most gratifying because it 
shows how much may be done in such 
cases. 

When this patient was about 8 years 
old, he had one or more alveolar apical 
abscesses. Owing to neglect of these, 
there was considerable bone involvement. 
From the scars left on the face, one can 
judge that, in time, liberal drainage was 
established. The end-result of this in 


the articulation to be in good balance and 
the stability and retention of both den- 
tures to be excellent. 

Owing to the extreme distal and lin- 
gual version of the mandibular ridge, it 
was necessary to set the lower incisors 
and cuspids labially from the ridge crest, 
while the bicuspids and molars on the left 
side were actually placed from 7 to 10 
mm. buccally from the crest. Because of 
the extreme labial prominence of the 
anterior portion of the maxillary ridge, 
it was also necessary to set the upper 
anterior teeth directly under the ridge, in 
irder to avoid an excessive overjet and 
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lor better compliance with the functional 
requirements. In spite of these extreme 
deviations trom the routine procedure otf 
keeping the mandibular anterior teeth as 
close to the ridge crest as possible and 
setting the bicuspids and molars so that 
the crests formed by their buccal cusps 
would be in vertically parallel alinement 
with the mandibular ridge crest, we have 
had no tipping of either dentures because 
of undue leverages. This to me clearly 
demonstrates the significance and value 
of perfectly balanced, bilateral occlusion 
and three point contacts. Among my 
slides are several depicting the centric as 
well as the right and left latera! occlusion 
of this case. 

I am all too cognizant of my limita- 
tions, yet having observed what a truly 
balanced articulation has done in this 
case, by way of maintaining the stability 
and retention of these dentures, and 
noting also its effect on tissue tone and 
muscular balance, I am more than ever 
convinced of the merits of functional 
impressions and of those of balanced 
occlusion and articulation in full denture 
prosthesis. Because of the shortness of 
this patient’s upper lip and the excessively 
prominent ridge, we made the maxillary 
denture in resin, which seems to have 
stood up very well and, in this case, adds 
much to the appearance value. While I 
was engaged in the preparation of this 
paper, another case of quite similar de- 
formity came into our clinic, differing 
somewhat from the one just described in 
that the left side of the mandible was the 
affected one. There was also more cica- 
tricial tissue within the mouth and a very 
definitely restricted movement of the 
mandible toward the right side. The 
case was assigned to one of our graduate 
students and I hope as this is written that 
we shall be able to show it at this meeting 
with a complete history. 

In our collection of cases, we still have 


quite a number of very interesting ones 
that could be reported. In one particu 
larly odd case of a full maxillary denture 
and a lingual bar mandibular denture, 
the anomaly consists of a unilateral en- 
largement of the maxilla on the left side. 
One specially interesting feature of this 
case is the fact that the patient has re 
turned for further service. About nine 
years ago, | was asked to make her some 
dentures. At that time, the abnormality 
was not nearly so pronounced as it is 
today, yet it was so unusual as to cause 
me to make duplicate models of it, which 
have since filled a niche in my depart- 
mental museum. To my surprise, the 
patient wore these dentures for nearly 
eight years before she reported any trou- 
ble. This was due more to her inherent 
tolerance than to anything I had done for 
her. On examination, I discovered that 
she had worn a hole in the maxillary 
denture which disturbed its retention. 
We repaired it, and though the patient 
knew that the dentures had virtually) 
outlived their usefulness, economic condi- 
tions were such that she felt that she 
could not afford a new set. Several 
months ago, she again returned, and this 
time she was herself convinced of the 
futility of trying any more patchwork. 
We therefore undertook to build her new 
dentures. 

Examination revealed the fact that 
there had been a very marked increase in 
the deformity. This can be clearly noted 
by studying the contrast of the models of 
nine years ago with those of the present. 
The patient has consented to be present 
here. She has worn the new dentures 
since early in January, during which time 
we have kept the case under close obser- 
vation and have made several adjust- 
ments. These adjustments consisted 
mainly in checking changes in positional 
relation and regrinding the occlusion. 
As far as the patient is concerned, she 
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tells me that she is getting on quite well. 
As for myself, I am not praying for any 
duplicates. 

In attempting to classify this case, I 
have consulted orthodontists, oral sur- 
geons and even an endocrinologist. We 
are all agreed that it is an anomaly. The 
roentgenogram (regulation dental) indi- 
cated that the enlarged alveolar ridge is 
composed of compact normal bone. The 
endocrinologist suggested that it is per- 
haps merely a diffuse growth of bone, 
possibly a one-sided acromegaly. Slides 
and models show how greatly this case 
differs from the normal. Because in this 
case we were desirous of ascertaining if 
possible the full extent of the involve- 
ment, we have had several roentgeno- 
grams taken of the skull. These have 
been interpreted for us, but I am not 
prepared to discuss the possible relation 
of endocrine disturbances to this type of 
deformity at this time. 

On examining the mouth, we find the 
mucous membrane of normal tone and 
color, with the exception of the anterior 
portion of the maxillary ridge on the 
right side, which is somewhat flabby. 
From the cuspid region back to the right 
tuberosity, the alveolar ridge is somewhat 
more than average size, but seems to have 
undergone only slight if any change dur- 
ing the past nine years; while, on the left 
side, the enlargement begins to be notice- 
able near the median suture and increases 
progressively in prominence buccolin 
gually, vertically and posteriorly, extend 
ing about 25 mm. beyond the normal dis- 
tal termination and downward so far as 
to leave but 2 or 3 mm. of space between 
the ridges in the molar region. The re- 
maining natural mandibular teeth seem 
to have suffered little appreciable wear 
in the last nine vears. Neither is much 
change noticeable in the edentulous por- 
tions of the lower ridge, as can be readily 
observed in the models. 
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Our attempt to increase the vertical 
dimension of the denture space sufficiently 
to accommodate the upper and lower 
molars was checked or limited, because 
an undue increase would have abnor- 
mally elongated the face and caused the 
maxillary teeth to be set too low for com- 
pliance with the esthetic, as well as the 
phonetic, requirements of the case. In 
consequence, the shortest possible molds 
were used and these had to be further 
modified by judicious grinding. To obtain 
a satisfactory impression, it was necessary 
to construct a special tray. The registra- 
tion of positional relation was also com- 
plicated because of the deformity, as well 
as on account of the wearing of the old 
dentures long after the articulation had 
become unbalanced. Since the new den- 
tures were inserted, they have required 
considerable adjustment. At the present 
time, they seem to be functioning quite 
well. It is our hope that they will, be- 
cause of the better adaptation of their 
bases and the better balanced articulation, 
help to keep the conditions in check for 
a considerable time. When the marked 
contrast between today’s models and 
those of nine years ago is noted, it must 
be acknowledged that it would be unwise 
to predict specifically just what may 
occur in the future. Our plan is to con- 
tinue to keep the case under close obser- 
vation and to make periodical checks so 
that we may record whatever changes 
may take place. For the present, we have 
the patient’s word that she is highly 
pleased with the esthetic result obtained 
and is able to masticate her food with a 
reasonable degree of comfort. As far as 
we are able to judge, she has no speech 
difficulty. To carry out her part of 
our agreement, the patient is presented 
here, enabling those who care to to view 
the case at close range. In all, there 
are six patients present, each showing 


conditions of distinctly individual char- 
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acteristic deviations from the normal. 

I shall conclude with an outline of the 
clinical and laboratory prosthesis for the 
different types of anomalies discussed. 

In Group 1, extensive resorption of the 
ridges has occurred. For these, as for all 
cases, in fact, we obtain the best possible 
preliminary impression, which we use for 
making suitable study models. On these 
models, we outline the area of the den- 
ture bases with an indelible pencil. Next, 
we select the most suitable impression 
trays available, and modify their form 
to more fully comply with the particular 
individual requirements. We are gov- 
erned by our findings as revealed by the 
diagnosis, as tar as this applies to the jaw 
form, size, ridge contour and position of 
muscular attachments along the labial, 
buccal and lingual borders of the alveolar 
ridges, and specifically the deviation of 
any or all of these factors from the 
normal. The trays, when prepared, are 
carefully checked for compliance. Par- 
ticularly in these cases where there has 
been so much loss of the ridge structure 
do I find the functional impression 
method possessed of special advantages. 
This, because of the very nature of the 
technic, assures us of getting the maxi- 
mum extensions of surface area for the 
denture bases, allows for the more or less 
automatic establishment of correct flange 
height and aids in the development of a 
peripheral form most conducive to the 
comfort of the supporting and adjacent 
soft tissues. The carrying out of certain 
steps of impression work with the aid of 
rims in good occlusion, and which, at 
least relatively, restore the normal dimen- 
sion of the denture space, permits the 
muscles engaged in the procedure to mold 
the inner surface of the impression, the 
flanges and the periphery in fuller com- 
pliance to their functional needs. Casts 
and baseplates are next made. For the 
latter, mv preference is for vulcanite base- 


plates, because of their rigidity of torm 
which permits one to check their stability 
and retention and make corrections, if 
need be, to perfect these. More satisfac- 
tory results are possible than if baseplates 
of shellac resins are employed, this being 
particularly true in registering positional 
relations; but they also possess distinct 
advantages as bases for the model den 
tures during the setting of the teeth and 
at the time of trying in. 

In determining what may constitute 
an acceptable vertical dimension of the 
denture space for any of these cases, the 
trial and error method, with proper con- 
sideration of the cosmetic and functional 
requirements, should be carried out. Al 
lowance must be made for the age of the 
patient. It will often be found best to bx 
content with something less than com 
plete restoration of facial length and con 
tour for the sake of greater functional 
efficiency. It is always better to work out 
the details of restoration before registe: 
ing the positional relations. Thereafter, 
the case is mounted on the articular and 
the routine procedure of setting up the 
teeth, trying in the model dentures and 
the finishing and inserting the completed 
dentures is carried out; after which these 
cases should be kept under observation 
necessary adjustment services being ren 
dered for a somewhat longer period than 
the ordinary cases require. Prosthesis for 
the second group in which we have placed 
those cases and in which we find the prog- 
nathous, the orthognathous or those with 
the mandibular ridge in lateral version 
requires, beyond the technic outlined for 
the first group, a sort of compromise in 
the arrangement and setting of the teeth. 
For the prognathous, the compromise 
consists in setting the maxillary teeth as 
far labially and buccally from the ridge 
as our judgment of the mechanical needs 
and the esthetic requirements of the case 
will permit; the mandibular teeth being 


estal 
ditio 
in w 
lar 


01 
pi 
sp 
m 
Ww 
Wi 
re 
cre 
wl 
TI 
cas 
in 
ing 
usl 
vel 
rec 
sett 
unc 
ot 
Th 
the 
out 
wit 
far 
in 
it 
teet 
the 
forg 
quir 
acqu 
the 
into 
over 
| 


in turn set as far lingually from the crest 
of the ridge as possible, avoiding im- 
pingement on the free movement of the 
tongue or other impediment to clea: 
speech. The crossbite setup is used by 
many for this type of case, apparently 
with very satisfactory results. I have al- 
ways felt that a more pleasing esthetic 
result is obtained by refraining from the 
crossbite arrangement. 

The orthognathous type of case is, in 
my opinion, the most difficult of all types 
when it comes to the setting of the teeth. 
This applies especially to the extreme 
cases. Aside from excessive prominence 
in the maxillary ridge with a correspond- 
ing deficiency of the mandibular arch, we 
usually find short thin upper lips and 
very heavy lower lips with the associated 
receded chin. In these cases, we begin by 
setting the maxillary anterior teeth in, 
under the ridge, as far as the maintenance 
of lip contour and function will allow. 
The mandibular anterior teeth as well as 
the bicuspids and molars are in turn set 
out as far out from the ridge as possible 
within the range of tolerance. Just how 
tar this may be in some cases can be noted 
in the case of osteitis deformans, where 
it was necessary to place the mandibular 
teeth from 8 to 12 mm. externally from 
the residual ridge crest. It must not be 
forgotten that the muscles of speech re- 
quire that the habits which they have 
acquired through long association with 
the natural teeth now lost must be taken 
into consideration whéh the overbite and 
overjet for the artificial teeth is being 
established. All that need be said in ad- 
dition to the foregoing about those cases 
in which lateral version of the mandibu- 
lar ridge exists is that a corresponding 
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compromise arrangement of the teeth 
must be worked out. 

Because all of these cases present un- 
usual phases of the various problems in- 
volved in denture construction, each step 
in the procedure should receive special 
attention, and to no single step is this 
applicable more than to the trying in of 
the model dentures. It is at this stage 
that a most careful check-up of the jaw 
relations, the facial expression and gen- 
eral appearance, as well as a thorough 
test of phonetic values, should be made. 
Corrections are far easier to make now 
than after the dentures have been finished. 
After the trying in has been completed to 
the satisfaction of both the operator and 
the patient, routine procedure is in order. 

As for the method of obtaining im- 
pressions of abnormally large or small 
cases, or those peculiarly deformed, there 
is, in my opinion, no better way to pro- 
ceed than by the employment of study 
models as an aid to better preparation of 
individually fitted trays. This may in- 
clude the modification of the regulation 
stock trays as we obtain them from the 
dealer, the use of wax or modeling com- 
pound impressions as a base for a plaster 
wash or other form of lining impression, 
the molding of trays out of resinous shel- 
lac or vulcanite or the casting after wax 
models made over the study casts. 


CONCLUSION 


Clinical prosthesis in edentulous anom- 
alies need not of itself be more difficult 
than that for normal cases, provided the 
elementals of sound diagnosis, prognosis 
and practical laboratory and chair tech- 
nic and procedure are understood and 
applied. 
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A SYSTEMATIC METHOD FOR THE TREATMENT OF 
HYPERSENSITIVE DENTIN 


By LOUIS I. GROSSMAN, D.D.S., Dr. med. dent. (Rostock), Philadelphia, Pa. 


tematize a method for the treatment of 

hypersensitive dentin. I am well aware 
that this method is still imperfect. Some 
may even find nothing new in it. But 
just as one sets off a painting with a suit- 
able frame and makes it stand out more 
effectively, so shall I attempt to frame or 
embellish some already known methods 
so as to make them more effective than 
they now are. I regret that those of you 
who had expected to hear of a newly 
discovered drug, the mere application of 
which would forever banish the hyper- 
sensitiveness of dentin, will be disap- 
pointed. I shall offer only certain refine- 
ments in technic, but refinements which 
may change an otherwise ineffective treat- 
ment into an effective one. 

Let us first agree as to what we mean 
by hypersensitive dentin. It will be said 
by some that there is no such thing as 
hypersensitive dentin, that dentin is in- 
sensitive, and that the hybrid term 
“hypersensitive” should be outlawed 
from dental usage. I am mildly in accord 
with the last contention. The term 
“hypersensitive dentin,” however, has 
come to mean something in dental termi- 
nology which cannot be described by any 
other word except, possibly, “hyper- 
esthetic,”” which is no better. Why may 
we not refer to those exceedingly sensi- 
tive areas on the exposed dentinal surface 
as hypersensitive areas, just as, under 
certain circumstances, we speak of hyper- 
esthetic areas on the surface of the body ? 


[’ this paper, an attempt is made to sys- 


Jour. A.D.A., A pril, 1935" 


As to the contention that dentin is in 
sensitive, and therefore cannot be hyper- 
sensitive, it must be remarked that dentin 
freshly exposed by trauma is insensitive 
only at first and that it does become sen- 
sitive shortly after it has come in contact 
with the fluids of the mouth. Further, 
the highly sensitive character of the den- 
tin is demonstrated too forcibly in dail) 
practice to require any elucidation. 

What, then, is hypersensitive dentin? 
Hypersensitiveness in dentin denotes an 
uncommonly sensitive or painful response 
of the exposed dentin to an irritation. 
This statement includes dentin exposed 
by caries, attrition, abrasion or erosion, 
by failure of the enamel to meet the 
cementum and by marked atrophy of the 
alveolar process, exposing both dentin 
and cementum. The stimulus or irritant 
may be thermal, chemical or mechanical. 
Regardless of the nature of the stimulus, 
the response is always that of pain. The 
more common stimuli which elicit a pain 
ful response from exposed dentin are 
cold, sweet, sour and the touch. 


REACTION OF EXPOSED DENTIN TO 
STIMULI 


Generally speaking, teeth will not re- 
act painfully to temperatures between 50 
F. (10 C.) and 120 F. (49 C.). Teeth 
with hypersensitive dentin react to more 
or less sudden changes of temperature 
and to cold. Even a temperature of 65 F. 
(18 C.), which is several degrees above 
the normally low threshold of stimula- 
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tion, will evoke a painful response. Heat 
is borne much better, so that even the 
upper temperature limit can be tolerated 
without pain. A rapid change from heat 
to cold (or vice versa), which so often 
occurs during eating or in going from a 
warm to a cold place, will often produce 
a sudden, severely painful reaction. 

Of the chemical stimuli which affect 
hypersensitive dentin may be mentioned 
citrus fruits, berries, acid foodstuffs such 
as tomatoes or rhubarb, vinegar, candy, 
sugar, salt and other condiments, and 
many raw and cooked foods. 
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periods of lowered vitality, during men- 
tal distress and especially during infec- 
tions of the head and upper respiratory 
tract. At times, there are also peculiarly 
pronounced exacerbations during the 
change of seasons. Whether these at- 
tacks are due to a change of dietary, 
which usually accompanies seasonal 
changes, or whether they are to be ex- 
plained entirely by changes in atmos- 
pheric conditions, we have not been able 
to determine. Pronounced attacks have 
also been noted occasionally during the 
menstrual period and during pregnancy. 


14 A 
2 \ 
\ 
\\ \ 
& 
/ \ 
vo 
\\ \ VAN 
0 2 3 4 5 6 7 


YEARS 


Fig. 1—Graph showing individual cases treated with ammoniated silver nitrate, formalin 
or sodium-potassium carbonate and effectiveness of each of these medicaments. 


Often a patient will complain that the 
tooth is sensitive only when touched with 
a finger nail, or in brushing the teeth, or 
even when pressure is exerted by the 
tongue against the affected area of the 
tooth. In such cases, an examination may 
disclose a lack of union of cementum 
with enamel, exposing a narrow strip of 
dentin. 

Reactions of the dentin to external in 
are more pronounced during 


fluences 


HISTOLOGIC EXPLANATION OF HYPERSEN- 
SITIVENESS OF DENTIN 

What is the histologic explanation of 
hypersensitiveness of the dentin? There 
are two interpretations of the mechanism 
by which the irritant or stimulus is con- 
veyed to the pulp and which ultimately 
causes the painful response. One group, 
composed chiefly of Morgenstern,! Dep- 


1. Morgenstern: Deutsche Monatschr. f. 
Zahnheilk., 10:436, 1892; 14:111, 1896. 
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endort,?, Mummery,* Tojoda,* Adrion® 
and Dieck,*® believes that neurofibrils are 
present in dentinal tubules, stimulation 
of which causes the sensation of pain to 
be registered by the sensorium. Mum- 
mery claims to have demonstrated “the 
actual passage of nerve fibers, from the 
nerve trunks of the pulp into the dentinal 
tubes.”” There is some evidence, which 
needs additional verification, that the 
neurofibrils are amyelinic and that they 
originate from the myelinic nerves of the 


pulp. In their passage from the pulp to 
the dentino-enamel junction, they not 
only surround and enclose the dentinal 
fibrils, but also give off ramifications 
which run through the body of the 
dentin. 

The other group, which probably com- 
prises the majority of dental histologists, 
denies the existence of nerve fibers in the 
dentinal tubules. Their explanation of 
the sensitiveness of dentin is based upon 
the ability of the dentinal fibrils to trans 
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EFFECTIVENESS OF VARIOUS SOLUTIONS 


4-Ammoniated Silver Nitrate 
| 2- Formalin | 
| 3-Sodium -Potassium Carbonak 


PERCENTAGE NOT REQUIRING 2°¢ TREATMENT 


YEARS 


Fig. 2.—‘Probability” curve showing relative effectiveness of amoniated silver nitrate, forma- 
lin and sodium-potassium carbonate; based upon data given in text. 


2. Dependorf, T.: Deutsche Monatschr. f. 
Zahnheilk., 31:689, 1913. 

3. Mummery, J. H.: D. Cosmos, 58:258 
(March) 1916. 

4. Tojoda, M.: Korr. f. Zahnarzte, 1926, 
pp. 50, 374. 

5. Adrion, quoted by Orban, B.: Dental 
Histology and Embryology, Ed. 2, Philadel- 
phia: P. Blakiston’s Son & Co., 1929, p. 56. 

6. Dieck, Wilhelm: Korr. f. Zahnarzte, 
1927, pp. 51, 138 


mit impulses to the pulp. Several views 
are held as to the actual mechanism by 
which the impulse reaches the pulp. 
Walkhoff? believes that the stimuli are 
transmitted from the periphery of the 
tooth to the pulp by the protoplasm com- 
posing the dentinal fibrils. Hopewell- 
7, Walkhoff, O.: Deutsche Zahnheilk, 1923, 
p. 60. 
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Smith® traced the stimulus “through the 
dentinal fibrils, odontoblasts, arborisa- 
tions of amyelinic telodendria to the 
myelinic nerve fibers of the pulp.” Gysi’s® 
explanation is that, on stimulation of the 
exposed dentinal surface, a wavelike mo- 
tion is set up in the dentinal fibrils. Since 
the fluid matter in the fibril is incom- 
pressible, the resultant motion is con- 
veyed to the pulp, where excitation of 
the sensory nerves occurs. Prinz’® ex- 
plains the reaction on the basis of physio- 
chemical influences, which alter the sur- 
face tension, adsorption or diffusion of 


Fig. 3.—Photoflood lamp mounted in re- 
lector. This lamp is not only useful for re- 
ducing silver nitrate, but can also be used 
as a light source for bleaching teeth, for lo- 
cating root fragments in the posterior part of 
the mouth, in photomicrography, etc 


the contents of the dentinal tubules. 
Churchill?? believes that since the odonto 


8. Hopewell-Smith, Arthur: Normal and 
Pathological Histology of the Mouth, Ed. 2, 
Philadelphia: P. Blakiston’s Son & Co., p. 165. 

9. Gysi, Alfred: Schweiz. Vierteljahrsschr 
f. Zahnheilk., 1901. 

10. Prinz, Hermann: Diseases of the Soft 
Structures of the Teeth, Philadelphia: Lea 
and Febiger, 1928, p. 87. 

11. Churchill, H.: Personal communication 
to author. 


blastic extensions are protoplasmic, they 
share the property of irritability in com- 
mon with living protoplasm. A change 
ot any kind on the surface of the exposed 
dentin will lead to irritability of the 
cytoplasm in the dentinal tubules. This 
reaction of the cytoplasm is conveyed to 
the mother cells, i.e., the odontoblasts, 
and from there to the sensory nerves of 
the pulp. Still others ascribe the sen- 
sory phenomena to changes in osmotic 
pressure. In the face of so much diversity 
of opinion, the question of the innerva- 
tion of dentin must be held open for con 
sideration. Whether we subscribe to the 
view of one group or the other, we are all 
agreed that the reaction to the stimulus 
is always one of pronounced pain. 


Fig. 4.—Young’s beveled prophylactic 
orangewood sticks, which are very useful for 
applying medicament with pressure. 


How shall we eliminate this pain? Let 
us review some of the preparations that 
have been used toward that end. A par- 
tial list of the more common measures 
would include: (1) arsenic trioxide, 
sealed in overnight; (2) paraformalde 
hyde, in the form of a paste or incor 
porated in a cement; (3) zinc chloride. 
either in solution or crystals mixed with 
a cement; (4) carbonic acid, in the form 
of a spray or stream; or the application of 
one of the following drugs either alone 
or combined with another; namelv, (5) 
trichloracetic acid; (6) benzyl alcohol; 
(7) phenol; (8) oil of cloves; (9) po- 
tassium hydroxide; (10) silver nitrate: 
(11) formalin; and, finally, (12) potas- 
sium-sodium carbonate 
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REQUIREMENTS OF A MEDICAMENT FOR 
HYPERSENSITIVE DENTIN 

From this diverse array of drugs, it 
can readily be seen that the ideal drug 
for the treatment of hypersensitive den- 
tin has not yet been found. What are 
the requirements of a drug for this pur- 
pose ? 

1. It should not unduly irritate or in 
any way endanger the integrity of the 
pulp. 

2. It should be relatively painless on 
application or shortly afterward. 

It should be easily applied. 
It should be rapid in its action. 
It should be permanently effective. 

6. It should not discolor tooth struc- 
ture. 

No remedy has yet been found which 
satisfies all these requirements. For this 
reason, certain drugs are indicated for use 
under certain conditions. These will be 
considered later. 

Practically all the remedies used for 
the treatment of hypersensitive dentin 
are caustics. On contact with vital tis- 
sue, a chemical reaction occurs, result- 
ing in destruction of the tissue. Solvents 
of organic tissue, such as solutions of 
potassium or sodium hydroxide, and non- 
self-limiting drugs, such as zinc chloride, 
paraformaldehyde and arsenic trioxide, 
have also been used, but these agents are 
dangerous because they may encroach on 
the pulp and destroy it. 

We shall not discuss the treatment of 
hypersensitive dentin commonly found in 
carious cavities other than to mention 
that a glycerinated solution of phenol and 
potassium hydrate as suggested by Robin- 
son more than fifty years ago,!* or cam- 
phorated validol as suggested in a recent 
paper by Bédecker and Applebaum, are 


Ji W 


12. Robinson, J. A.: D. Items Int., 6:617 
(Nov.) 1884. 

13. Bédecker, C. F.. and Applebaum, E.: 
3:1008 (Oet.) 1931. 
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generally useful for this purpose. Or 
else the cavity may be prepared under 
local anesthesia; in which case, it is ad- 
visable to seal the cavity with a tempo- 
rary filling for a few days before filling it 
permanently. I shall limit myself to a 
consideration of exposed hypersensitive 
dentin not associated with definitely de- 
veloped caries. This will include hyper- 
sensitiveness of exposed necks of teeth, of 
areas of dentin exposed between enamel 
and cementum, and of decalcified areas, 
and hypersensitiveness due to erosion, 


Fig. 5.—Rubber dam applied so that necks 
of teeth remain exposed to action of medica 
ment. Only two ligatures keep the dam in 
place, and even these can be dispensed with at 
times. 


abrasion or attrition. For the treatment 
of such hypersensitive areas, I have 
limited myself to the use of the following 
drugs: (1) silver nitrate, (2) formalin, 
or (3) sodium-potassium carbonate. In 
general, the technic may be divided into 
three parts: (1) preparation of the tooth 
or teeth to be treated ; (2) application of 
the medicament; (3) protection of the 
hypersensitive area. 
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PREPARATION OF THE HYPERSENSITIVE 
AREA 

The preparation of the tooth as it is 
ordinarily carried out before application 
of the medicament is inadequate. Usually, 
the débris on the affected area of the 
tooth is wiped off with a pledget of cotton 
and the medicament is then applied. On 
reflection, we can readily understand 
why, under such circumstances, the treat- 
ment is ineffective. While the grosse1 
particles of food débris are removed from 
the surface, there remains a thin coating 
of mucin and fatty débris which occludes 
the dentinal tubules. This coating pre- 
vents penetration of the drug and so de 
feats its purpose. It is therefore necessary 
to rid the dentinal surface of any coating 
so as to expose the numerous dentinal 
fibrils to the action of the medicament. 
This can best be done by thorough cleans 
ing of the tooth surface with pumice 
paste. I prefer a coarse abrasive such as 
pumice, which washes away readily and 
the particles of which are too large to clog 
the dentinal tubules, to a fine abrasive 
such as chalk, which is more closely ad 
herent to the tooth surface and may choke 
the orifices of the dentinal tubules 

After thorough cleansing with pumice, 
the teeth should be thoroughly syringed 
or sprayed with warm water to wash 
away the abrasive and any remaining 
foreign matter. Thereafter, the tooth or 
teeth should be isolated under a rubber 
dam or with cotton rolls. When the rub- 
ber dam cannot be used and there is much 
saliva, the patient should be given one- 
hundredth grain of atropine sulphate 
three hours before treatment. The dose 
should be repeated in one and one-half 
hours. This will inhibit secretions and 
help to keep the field of operation dry. 
The tooth to be treated is then thoroughly 
dried with cotton and warm air and the 
exposed dentinal area is swabbed thor 
oughly with a benzyl alcohol-chloroforn 


solution, equal parts of each, or else with 
benzyl alcohol followed by chloroform. 
The alcohol dehydrates and anesthetizes 
the tooth surface. The chloroform de- 
hydrates the tooth surface and dissolves 
any fatty matter which may be present, 
unhindered penetration of the medica- 
ment into the dentinal tubules being 
thus permitted. Recently, evidence has 
been accumulated that fat is normally 
present in dentin. (Weber,’* Euler and 
Meyer,’® Bédecker.'*) If this is true, 
the application of chloroform to dissolve 
out the fat is especially indicated. After 
this preparation of the tooth, the den- 
tinal surface is ready for the application 
of the medicament. 


TECHNIC OF MEDICATION—SILVER 
NITRATE 

Let us first consider the use of silver 
nitrate. Where is it indicated? It can 
be used in posterior teeth on the cemento- 
dentinal surfaces which have been ex- 
posed by gingival and alveolar atrophy; 
on the lingual surfaces of anterior teeth; 
and on abrasion or erosion areas on the 
buccal or labial surfaces of teeth, pro- 
vided there is no esthetic objection. 
Silver nitrate should not be used where 
only a thin layer of dentin covers the 
pulp because it may penetrate into the 
pulp and destroy it. It should also not be 
used wherever its decided black stain is 
objectionable. 

Silver nitrate is the most effective drug 
for the treatment of hypersensitive den- 
tin. It produces its effect by causing a 
superficial destruction of the protoplasm 
in the dentinal tubules. At the same 


14. Weber, R.: Deutsche Monatschr. f. 
Zahnheilk., 48:1489, 1930. 

15. Euler, H., and Meyer, Wilhelm: Patho- 
histologie der Zahne, Munich: J. F. Bergmann, 
1927. 


16. Bodecker, C. F.: J. D. Res., 11:61 (Feb.) 
1931 


it 
a 
re 
e 
f 
el 
iS, 
n, 
1 
ks 
a 
in 
at 
nt 
ve 
ig 
n, 
n 
to 
th 
ot 


S98 The Journal of the Amertcan Dentai Assoctation 


time, it forms a more or less solid pre- 
cipitate, the effect of which is to shut off 
the dentinal fibrils from external irrita- 
tion. Its penetration is not deep, since 
silver nitrate is self-limiting in its action, 
but is nevertheless sufficient to be effec- 
tive. It is a pronounced caustic by vir- 
tue of its nitrate radical, which being 
ionized on contact with organic matter, 
produces nitric acid. This reaction ac- 
counts for the yellowish to brownish dis- 
coloration of the dentin soon after silver 
nitrate has been applied. Simultaneously, 
on application of silver nitrate, the silver 
ion combines with the protoplasm in the 
dentinal tubules, forming silver albumino- 
chloride. On reduction, this double salt 
is changed to silver oxide, a black pre- 
cipitate. 

Ammoniated silver nitrate is preferable 
to a plain silver nitrate solution because 
it is more readily reduced. It is prepared 
by adding to a saturated solution of silver 
nitrate U.S.P. enough concentrated am- 
monia water, U.S.P., until the solution 
becomes turbid, then clears again. The 
ammonia water should be added slowly. 
drop by drop, and discontinued the in- 
stant the solution becomes clear, since an 
excess of ammonia is undesirable and will 
again produce a turbid solution. 

Reduction of the silver nitrate may be 
accomplished by exposure to light, heat or 
chemicals. I prefer exposure to strong 
light followed by application of eugenol. 
For a concentrated source of light, a 
photoflood lamp mounted in a reflector, 
such as is used in photographic work, is 
highly recommended. This lamp has a 
capacity of from 750 to 1,000 watts and 
gives an even, diffuse, strong light simu- 
lating daylight. While the light is being 
concentrated on the teeth, it is advisable 
that the patient’s eves be shielded from 
the strong glare. Also because of the 
heat given off during incandescence, the 
source of light should be held about 1 or 


2 feet away from the patient's face. In 
treating posterior teeth or distal surfaces 
of teeth, the light can be reflected by a 
mouth mirror. In about one minute, the 
silver becomes sufficiently precipitated 
from the silver nitrate solution to stain 
the tooth a light yellow. 

In practice, after the teeth have been 
suitably prepared and the hypersensitive 
area is ready for medication, a small 
pledget of cotton moistened with am- 
moniated silver nitrate is applied to the 
sensitive area. This is exposed to light 
for at least one minute. A small pledget 
of cotton moistened with eugenol is then 
applied to the affected area for about one 
or two minutes. It may be necessary to 
repeat this precipitation with eugenol 
two or three times because the eugenol 
becomes neutralized and has to be re 
newed and, incidentally, because the 
pledget of cotton becomes black and 
unsightly from use. When the dentin 
turns a deep black, the area is thoroughly 
dried with cotton and warm air and is 
now ready for the third part of the treat- 
ment. A saline solution should be on 
hand to neutralize any silver nitrate 
which may have come in contact with the 
gum tissue. 

It might be mentioned here that, in a 
few stubborn cases, which did not re 
spond to silver nitrate treatment as out- 
lined above, a satisfactory result was ob 
tained when formalin was used as the 
reducing agent instead of eugenol. In 
one case, this procedure was attended 
with so much pain that the treatment was 
eventually performed under block anes- 
thesia. Formalin should not be used as a 
reducing agent if the dentin over the 
pulp is thin, because of its potential de- 
structive action. 


FORMALIN 


On the exposed surfaces of anterior 
teeth and where. for esthetic reasons 
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Grrossman- 


nonstaining medication is desired, forma- 
lin is the medicament of choice. It is par- 
ticularly indicated in hypersensitive de- 
calcified areas not requiring filling, on 
the labial surfaces of anterior teeth; in 
abrasion or erosion cavities which are not 
deep; where considerable “grinding to 
occlusion” has exposed the dentin, and 
where the enamel and cementum fail to 
meet, the dentin being thus exposed. 
Formalin should be used preferably in 
those cases wherein the teeth can be 
placed under the rubber dam so as to 
protect the gingival tissue from its irri- 
tant and destructive action. It should 
not be used where the dentin covering 
the pulp is thin, in deep erosion cavities 
or in cases of marked attrition in which 
it may endanger the pulp. 

Formalin is a powerful irritant and is 
not self-limiting in its action. It should 
therefore be used with great care. It is a 
solution of formaldehyde gas, which it 
liberates slowly. On prolonged standing, 
especially in a cold place, formalin be- 
comes cloudy owing to separation of para- 
formaldehyde. The solution should 
therefore be preserved in a moderately 
warm place. Formalin is extremely de 
structive to living tissue. Even weak 
solutions are irritating to mucous mem 
branes and strong solutions are irritating 
to the skin. In a more or less concen- 
trated solution, it will precipitate albu 
min. Concentrated solutions are some- 
times used as a caustic for removing 
warts, moles, etc. It is supposed that 
formalin, by virtue of its action as a pro- 
toplasm poison and caustic, cauterizes or 
destroys the contents of the dentinal 
tubules for some distance and incidentally 
hardens the tissue. Paraform, a solid 
polymer of formaldehyde, has sometimes 
been used in the form of a paste or has 
been incorporated in a cement to relieve 
hypersensitiveness of the dentin. Its ef- 


fect cannot be controlled and it may 


Treatment of Hypersensitive Dentin 


599 


eventually destroy the pulp. Several cases 
are on record wherein desensitizing com- 
pounds containing paraformaldehyde 
have acted so thoroughly as to desensitize 
not only the dentin but the pulp as well. 
Formalin is relatively safe because it is 
in contact with the dentin for only a 
short time. 

Formalin is preferably applied with an 
orangewood stick which has a beveled 
edge like that of a hypodermic needle. 
Those put up by Young for prophylactic 
work are especially suitable for the pur- 
pose. The beveled edge of the stick is 
dipped in formalin and carried to the 
hypersensitive area, where the formalin 
is rubbed into the exposed dentinal sur- 
face. In addition to promoting a more 
intimate contact of the formalin with the 
dentinal fibrils, a certain amount of 
warmth is probably created by the act of 
rubbing, which may facilitate penetration 
of the drug. This rubbing or burnishing 
of the medicament into the tooth should 
be continued for about five minutes. In 
those areas wherein it is not possible to 
use an orangewood stick, penetration 
may be facilitated by a blast of warm air 
from a chip blower. 

The gingival tissue is best protected 
from the action of formalin by a rubber 
dam. The holes in the rubber dam should 
be small and slightly nearer together than 
usual. This will tend to stretch the dam 
when it is applied and make a thin pro- 
tective sheet. The smaller holes will hold 
the dam tightly around the teeth. Liga- 
tures should be run between the teeth to 
fix the dam in position, but no ligatures 
need be used to tie the dam in place 
unless they will not interfere with the 
application of the medicament. An 
explorer is often helpful in tucking the 
edge of the dam around the tooth 
and invaginating it into the gingival 
crevice. The dam should be examined 


for seepage around the teeth before 
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application ot the formaldehyde solution. 

It is admitted that the rubber dam 
cannot always be so applied as to leave 
the hypersensitive area exposed to the ap- 
plication of the medicament, whether it 
be formalin or silver nitrate. In such 
cases, it is advisable to coat the gingiva 
either with a varnish or with vaseline. 
We have tried to protect the gingiva by 
laying a festooned piece of dryfoil over 
it, but this has not proved very satis- 
factory. Owing to imperfect contact, the 
most vulnerable area—the marginal 
gingiva—was exposed to the formalin 
and a slight sloughing of the gum was 
noticed afterward. If a varnish is used, 
the gingival tissue must first be thor- 
oughly dried ; otherwise, the varnish will 
not adhere. After the formalin is ap- 
plied and the treated area is properly 
protected, a procedure which will be dis- 
cussed later, the gingiva should be washed 
lightly with ammonium acetate solution 
U.S.P. This is a colorless, neutral liquid 
which wiil neutralize any formalin that 
might have come in contact with the 
gingival tissue. While it will lessen the 
irritation from formalin and _ reduce 
sloughing of the tissue to a great extent, 
it will not entirely prevent it if much of 
the solution has remained in contact with 
the gum tissue for several minutes. In 
this respect, the application of ammonium 
acetate to neutralize the caustic effect of 
formalin resembles that of alcohel to 
neutralize phenol. 


SODIUM-POTASSIUM CARBONATE 


Sodium-potassium carbonate in the 
form of a paste was suggested by Prinz 
about ten years ago. It does not stain 
tooth structure. It is a dehydrant and 
mild caustic and is indicated especially in 
those cases in which the dentin protecting 
the pulp is relatively thin, since it does 
not penetrate deeply. It may be used 
especially in hypersensitiveness due to at- 


trition, erosion or abrasion, and where a 
relatively nonirritating caustic is desired. 
It is contraindicated in those areas of the 
mouth where it cannot be burnished over 
the exposed dentin with an engine bur- 
nisher or an orangewood stick. It does not 
lend itself for use so readily in desensi- 
tizing dentin exposed between cementum 
and enamel or in distolingual or disto- 
buccal areas of teeth. Because of its 
mildly caustic effect, it is not so impor- 
tant to protect the gingiva with a rubber 
dam. 

Both sodium carbonate and potassium 
carbonate are mild caustics and will ab- 
stract moisture from dentinal tubules. 
The sodium-potassium carbonate paste is 
made by triturating in a mortar sodium 
carbonate crystals (1 part) with potas- 
sium carbonate crystals (4 parts). Sodium 
carbonate, C.P., comes in colorless, trans- 
parent, efHorescent crystals which have a 
strongly alkaline taste. In making the 
desensitizing paste, only the crystalline 
form should be used. Anhydrous sodium 
carbonate or monohydrated sodium car- 
bonate, both of which are white powders, 
are unsatisfactory for the purpose. Potas- 
sium carbonate U.S.P. is a white, gran- 
ular, odorless powder which has a strong 
alkaline taste. While it is a stronger 
caustic, it is also more irritating than 
sodium carbonate. On trituration of the 
crystalline sodium carbonate with the 
powdered potassium carbonate, the mass 
will deliquesce and form a paste. After 
a few drops of glycerine have been added, 
this should be preserved in a well-stop- 
pered bottle. When the hypersensitive 
area has been properly prepared, a bit of 
the paste is placed on the affected surface. 
The paste is then burnished with a smooth 
engine burnisher. This is preferable to a 
hand burnisher since, by the rapid rota- 
tion of the revolving burnisher over the 
surface of the tooth, warmth is created, 
which facilitates penetration of the drug. 
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Also, more pressure can be exerted, 
which helps to bring about a more inti- 
mate contact of the drug with the ex- 
posed dentinal surface. After about five 
minutes of burnishing, during which 
time intervals of rest must be allowed so 
as not to overheat the tooth, the area is 
dried with cotton and a protective 
varnish is applied. 

PROTECTION OF HYPERSENSITIVE AREA 

This leads us to a discussion of the 
third part of the method; namely, pro- 
tection of the hypersensitive area. It has 
been observed that when a protective 
medium such as a varnish is applied to 
the hypersensitive area immediately after 
medication, a more certain desensitizing 
effect is obtained. Whether the varnish 
fixes a minute quantity of the medicament 
to the dentinal surface and thus prolongs 
the action of the medicament, or the 
varnish merely reduces irritation of the 
dentinal fibrils because of its insulating 
character, I am not prepared to say. Per- 
haps it does both. It is conceivable that a 
varnish applied to a hypersensitive area 
might hold the residue of the medicament 
—a minute quantity, to be sure—in con- 
tact with the dentinal fibrils for a longer 
period and thus increase the effect, which 
could not be true if the medicament were 
allowed to be washed away by the saliva 
immediately after treatment. Even as- 
suming that this prolonged desensitizing 
effect does not occur, the protective coat- 
ing tends to reduce the sensitiveness per 
se. In pharmacology, a protective is an 
agent, somewhat related to demulcents 
and emollients, which mechanically 
covers and protects sensitive, injured or 
otherwise defective body surfaces from 
extraneous influences. For example, the 
application of a varnish alone, without 
medication, would probably reduce hyper- 
Sensitiveness, but the effect obtained 
would be partial and transient. Coating 


the previously medicated area with a 
varnish will protect the area from irrita- 
tion, especially when the tooth comes in 
contact again with the saliva. It will pre- 
vent the shock to which hypersensitive 
teeth are occasionally subject as soon as 
the mouth is closed. This shock is not 
only disagreeable, but also has a bad 
psychologic influence because the patient 
expects immediate relief after the treat- 
ment, not additional insult. This un- 
desirable effect can be prevented by ap- 
plying a varnish having the following 
composition: gum mastic, 1 part; gum 
sandarac, + parts; alcohol, 16 parts; or 
a gum copal resin varnish such as ivoline 
may be used. In recalcitrant cases, and 
especially where there is much gingival 
recession, a cement pack such as is used 
after surgical treatment of pyorrhea may 
be applied instead of a varnish. This 
should be left in position for at least two 
or three days before being removed. A 
satisfactory formula for such a pack is as 
follows: 
Liquid: Eugenol fl. 5 iv 
Lig. petrolati f1.35 v 
Powder: Zinc oxid 
Pulv. resin aaSv 
The powder should be finely bolted 
and the liquid should be shaken thor- 
oughly before use. The cement should be 
mixed to a thick putty-like consistency 
and packed upon and between the necks 
of the teeth. 


EFFECTIVENESS OF TREATMENT 


With the application of the protective 
varnish, the treatment is complete. The 
question then arises: For how long will 
the treatment be effective? or, How often 
must the treatment be repeated? To 
date, I have accumulated the records of 
108 cases, spread over a period of seven 
years. It has been difficult to evaluate 
these data, because of the relatively 
small number of cases treated by each of 
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the three methods mentioned, because 
this small number must further be ar- 
ranged into different time categories and 
because a large number of the cases are 
still under observation. For convenience, 
these cases may be divided into three arbi- 
trary categories: the number of cases 
re-treated in less than one year ; the num- 
ber of cases not requiring re-treatment for 
more than five years, and the average 
length of time elapsing in the majority of 
cases before re-treatment was necessary. 
Of sixty-four cases treated with ammoni- 
ated silver nitrate, nine were re-treated 
in less than a year; 11 have not required 
re-treatment for more than five years, and 
the majority required re-treatment in 
from one and one-half to two and one- 
half years. Of twenty-four cases treated 
with formalin, three were re-treated in 
less than a year; three have not required 
treatment for more than five years, and 
the majority required re-treatment in 


from one to one and one-half years. Of 
twenty cases treated with sodium-potas- 
sium carbonate, seven were re-treated in 
less than a year; two have not required 
re-treatment for more than five years, and 
the majority required treatment in a 
little more than a year. These data sug- 
gest that silver nitrate medication is more 
effective than either formalin or sodium- 
potassium carbonate; which coincides 
with empiric clinical observation. 

While proper medication for the treat- 
ment of hypersensitive dentin has been 
discussed here in some detail, the chief 
purpose of this paper has been to formu- 
late a more effective method of treatment. 
This consists of three important parts: 
(1) proper preparation of the hypersensi- 
tive area; (2) medication, and (3) pro- 
tection of the treated area. Each step is 
an important link of a chain. To omit 
any particular in the technic is to lessen 
the chances for success. 


PERIODONTIA TREATMENT FOR MAXIMUM 
REATTACHMENT* 


By HAROLD J. LEONARD, D.D.S., B.A., New York City 


HE principles of treatment of the 
forms of periodontoclasia 
are simple. They consist of the elim- 
ination of irritants (bacteria, salivary and 
food débris, rough surfaces and other 
sources of trauma), the maintenance of 
rigid cleanliness and the reestablishment 
of tone in the periodontal tissues. Once 
these principles are grasped, the various 
current treatments can be considered 
*Read before the Section on Periodontia 
at the Seventy-Sixth Annual Session of the 
American Dental Association, St. Paul, Minn., 
Aug. 8, 1934. 


Jour. A.D.A., April, 1935 


from the standpoint of their theoretic and 
practical effectiveness. 

Before the surgical principles involved 
in treatment can be understood, it is es- 
sential to have the pathology of the dis- 
ease with which we are dealing clearly 
before us. In its simplest form, it is a 
chronic inflammation at the base of the 
gingival sulcus which causes a prolifera- 
tion of the epithelium lining the sulcus. 
The epithelial cells, even though they 
proliferate downward at the expense of 
the periodontal fibers of the underlying 
connective tissue, are degenerated because 
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of the irritants and congestion, and hence 
are loosely held together and easily torn 
apart to lead to deepening of the sulcus. 
These cells, being loosely held together, 
lymph and pus exude into the gingival 
space and, from this exudate, serumal 
calculus is deposited on the subgingival 
root surface. The connective tissues of 
the pericementum and alveolar process 
involved in the infected inflammatory 
area break down in an advancing zone. 
The break down of pericemental fibers 
allows the gingiva to hang away from 
the tooth, which tends to split the soft 
tissues farther away from the root. The 
alveolar process is absorbed by rarefying 
osteitis as the inflammatory zone ap- 
proaches it. 

The condition presented for treatment 
is therefore that of a tooth somewhat 
loosened because of softening and swell- 
ing of the pericemental tissue, with 
pockets representing areas in which the 
pericemental fibers and gingival epithe- 
lium have become separated from the 
cementum. The denuded cementum sur- 
face is full of organic putrefying fiber 
ends and, in most cases, is encrusted with 
serumal calculus. The surrounding soft 
tissues and bone are inflamed, consider- 
ably congested and deeply infected with 
Streptococcus viridans, while, in the pu 
trefying exudate in the pocket, Vincent’s 
organisms may abound. Epithelium still 
lines the gingival side of the pocket, but 
it is of poor quality, and loose, with gaps 
where the connective tissue may be ex- 
posed. At the base of the pocket, a bulg 
ing space is nearly always present, filled 
with exudate and serumal calculus. 

One way to treat such a condition is 
to cut away all the tissue overlying the 
pocket, cover the wound thus left with 
an antiseptic cement and allow the re- 
maining tissues, thus freed of surface ir- 
ritants and the majority of invading mi- 
cro-organisms, to heal. This method is 
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quick, easy to apply and fairly positive in 
results, provided pocket formation has 
not extended very far toward the apex. 
Its disadvantages are that it permanently 
uncovers a great deal of root surface and 
involves the removal of some attaching 
and supporting periodontal tissue that 
could be saved, not to speak of prevent- 
ing reattachment of investing tissues, 
which is possible by another method of 
procedure. 

This other method of procedure is the 
careful curettage of the root surface to 
free it of all subgingival calculus and 
roughness and to shave away the very 
thin outer layer of cementum containing 
putrescent organic fiber ends. The crown 
surfaces are treated until they are smooth 
and polished and the occlusion is adjusted 
to eliminate occlusal trauma or food im- 
paction. This is followed by the home 
care of the patient, designed to keep the 
necks of the teeth scrupulously clean and 
to massage the gingiva. At weekly in- 
tervals, the pockets remaining open are 
again entered to remove any accumulat- 
ing débris and to cause a hemorrhage to 
fill the pocket. In the course of a few 
weeks, by this method, the pockets close 
up, partly by a very tight binding of the 
gingiva about the neck of the tooth and 
by a slight recession of the gingival mar- 
gin, but partly, I am convinced, by a 
gradual reattachment of the pericemen- 
tum to the denuded and curetted cemen- 
tum. By this method, not only is a maxi- 
mum of covering tissue of the roots re- 
tained, but also no supporting tissue is 
destroyed in the operation, and some is 
restored. 


THEORY OF MASSAGE 


Probably no single therapeutic pro- 
cedure in the practice of periodontia has 
done so much for success in treatment 
as the use of massage. Massage is a suc- 
cession of pressures and releases to stimu- 
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late an active How of blood in a tissue. 
In the case of the gingival tissues, it is 
designed to squeeze out stagnant blood 
and lymph and to disperse the bacteria 
contained deep in the tissue so that they 
may be destroyed in the active blood 
stream. New blood is brought into the 
congested tissues so that healthy granu- 
lation tissue may fill the space at the base 
of the pocket. With massage so executed 
that the pressure reaches the deepest 
points of inflammation and congestion, a 
healing reaction takes the place of a pro- 
gressive inflammatory and degenerative 
one. 

To be effective, the pressure of mas- 
sage must reach to the depths of inflamed 
tissue. A sweep with a brush from the 
mucobuccal fold to the gingival margin 
will hardly accomplish this. In fact, no 
brushing technic may be sufficient at first, 
and various methods may have to be em- 
ployed until the tissues are healed. The 
Charters technic of brushing and mas- 
sage is perhaps the most effective general 
method so far devised. This consists in 
applying the bristles of a very hard tooth- 
brush to the necks of the teeth so that 
the bristles point slightly toward the oc- 
clusal surfaces of the teeth and the sides 
of the bristles only rest against the gin- 
gival margins. With a slow and very 
short vibratory motion, the bristle ends 
work on the tooth surfaces to break up 
adherent débris, while the sides of the 
bristles press and then release the gin- 
gival margin, the pressure being directed 
so as to reach the depths of the inflam- 
matory areas toward the root ends. The 
pressure stroke against the gingival mar- 
gin should be sufficient to blanch the tis- 
sue. The release should be long enough 
to permit the blood to flow back into the 
tissue. This takes about one second. 
Thus, one stroke per second, theoretically 
at least, would seem preferable to a rapid 
vibratory stroke. 


The Charters brushing technic gives 
adequate gingival massage cases 
wherein the inflammatory zone is shal- 
low, but where the zone extends far to- 
ward the apex, it is not sufficient, since 
pressure from the margin will not be 
transmitted so deeply. In advanced 
cases, therefore, a finger massage is nec- 
essary for a time until healing has oc- 
curred. Finger massage is given by squeez- 
ing the gingival tissues between the 
thumb on the lingual or palatal side and 
the forefinger on the labial or buccal. 
The places needing massage can be iden- 
tified by the patient as the points which 
are sensitive to deep pressure. 

Dental floss is a necessary adjunct in 
massage. The floss is inserted in each 
interproximal area and bent around first 
one proximal tooth surface, then the 
other, in the manner customary to den- 
tists. But instead of cleansing the tooth 
surface by sawing back and forth, the 
floss is forced up and down between the 
contact point and the base of the gingival 
sulcus in such a manner as to cleanse the 
tooth surface and, at the same time, give 
a series of pressures and releases to the 
tissue at the base of the sulcus. Thus, the 
proximal surfaces of the teeth are 
cleansed and the interproximal gingiva is 
massaged in a manner impossible with a 
toothbrush, especially when the papillae 
are receded. 

Massage is a series of pressures and re 
leases, not friction by scrubbing the gin 
giva. Any technic which tends to scrub 
away the superficial epithelial cells of the 
gingiva almost invariably causes reces- 
sion. The gingiva does not respond to 
friction as does the skin on the palm of 
the hand. Friction on the gingiva, in- 
stead of causing the development of a 
thick layer of keratinized epithelium on 
the surface, seems to cause a downward 
growth of epithelium at the expense of 
the subepithelial connective tissue, and 
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thus leads to recession. Whether or not 
this is the exact mechanism, it is a fact 
that scrubbing of the gingival epithelium 
with any abrasive causes rapid recession; 
especially if the gingiva is thin. 


MAY REATTACHMENT OCCUR? 


The subject of reattachment of peri- 
cementum in treated periodontoclasia has 
been a disputed one for many years. It is 
a scientific point on which it is unusually 
difficult to get laboratory data. Patients 
who have had teeth successfully treated 
are usually unwilling to have the teeth 
removed with a block of surrounding tis- 
sue in order to have histologic examina- 
tion to prove that healthy pericementum 
now exists where once the cementum was 
bare. Laboratory animals are unsuitable 
subjects for experiments of this kind. 
The teeth of monkeys and smaller labora- 
tory animals are too small for accurate 
periodontal treatment and those of dogs 
differ too much in shape and function for 
comparison with the teeth of human be- 
ings. It is only rarely therefore that his- 
tologic evidence of reattachment can be 
obtained. I know of only two cases in 
which the evidence is at all conclusive. 

One of these is a case of John Oppie 
McCall’s, in which Harold Keith Box, 
of the University of Toronto, obtained 
the evidence. The tooth was a lower 
central incisor with a deep periodonto- 
clasial pocket on the lingual side, which 
was successfully treated in a demonstra- 
tion clinic by Dr. McCall. Later, the 
tooth developed a deep labial pocket and 
had to be extracted. A block of tissue in- 
cluding the lingual reattached tissue was 
obtained and sectioned by Box and re- 
ported in his booklet ‘‘Studies in Perio- 
dontal Pathology.” This definitely 
showed reattachment, with new cemen- 
tum laid down over the area of curetted 


1. Bull. No. 7, Canadian Dental Research 
Foundation, 1924. 
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cementum. Higher up, the epithelium for 
a considerable distance had attached it- 
self to the cementum surface. 

The other case is one shown me pri- 
vately as a lantern slide by Willard 
Fleming, of the University of California, 
and which, as far as I know, he has never 
published. A prisoner of San Quentin 
was used for experimental purposes. A 
lone bicuspid which needed to be ex- 
tracted for purposes of restoration was 
treated for a deep pocket on the distal as- 
pect. This was later extracted with a 
block of surrounding tissue. In the area 
where the pocket had been, new cemen- 
tum was present, with definite perice- 
mental principal fibers passing into it. 

I was also shown privately a series of 
roentgenograms by Arthur H. Merritt, 
in which he had treated a patient for a 
pocket on the lingual aspect of an upper 
central incisor. The pocket extended al- 
most to the apex and the lingual alveo- 
lar bone could be seen at that point. The 
series showed the gradual growth of new 
bone back to the normal level near the 
lingual cervix of the tooth. Such a 
growth could hardly have occurred with- 
out the growth of a new pericementum, 
attached to new cementum laid down on 
the denuded tooth root. After healing, no 
pocket could be demonstrated clinically 
on this tooth, according to Dr. Merritt. 

I do not see why such a growth of new 
cementum and _ pericementum should 
seem impossible to histologists. It is com- 
mon experience that the area of tooth 
root injured during the extraction of an 
impacted neighboring tooth heals nor- 
mally provided it does not remain open to 
the surface. Areas of destroyed cemen- 
tum in cases of root resorption commonly 
heal by filling in with new cementum 
and pericementum.? The only difference 


2. Kronfeld, Rudolf: Histopathology of the 
Teeth and Surrounding Structures, Philadel- 
phia: Lea & Febiger, 1933, p. 247. 
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between such repair and that tollowing 
periodontal treatment is that, in the lat- 
ter, an opening exists to the oral cavity 
at first. 

With the method of treatment herein 
advocated, there is no free opening be- 
tween the base of the pocket and the oral 
cavity. If the pocket is kept filled with 
blood clot, the underlying connective tis- 
sues are effectively sealed from irritants 
from the mouth, and healing can progress 
as though no opening existed. At the 
base of the pocket after treatment, there 
is almost always between the cementum 
and the pocket wall a considerable space 
lined with loose epithelium. After treat- 
ment, this space is filled with blood, 
which is soon replaced with healthy gran- 
ulation tissue similar to that following a 
surgical wound of the pericementum. It 
is entirely conceivable that healing simi- 
lar to that of a surgical wound occurs, 
with replacement of normal new cemen- 
tum and pericementum fibers. The only 
difference is the mass of epithelial cells 
left in the periodontal tissue at some dis- 
tance from the root. These cells are 
probably absorbed just as bits of epithe- 
lium forced into connective tissue in 
wounds are gradually absorbed and dis- 
appear. 

Whether or not the histologic proof 
is adequate, every periodontist has had 
cases in which there was good clinical 
evidence of reattachment. Successful 
treatment consists in reducing pocket 
depth to that of the normal gingival sul- 
cus. It is seldom that this is accom- 
plished entirely by absorption and reces- 
sion of the overlying gingiva when treat- 
ment is given by the method of root cu- 
rettage and massage. A little reattachment 
probably occurs in most cases; a remark- 
able amount in exceptional cases. The 
problem is to learn the requirements in 
technic to get considerable reattachment 
as a rule instead of exceptionally. 


Perhaps the answer lies in some 
method of removing the epithelium lining 
the pocket in accordance with the ideas 
of Box and McCall. Box advocates 
curetting the lining epithelium after 
healing has started and infection has 
been reduced. This is done with delicate 
soft tissue curets inserted in the pocket. 
McCall uses an epithelial solvent, a solu- 
tion of sodium sulphide inserted in the 
pockets, after which the softened epithe- 
lium is curetted out. These methods ap- 
pear sound theoretically, since a growth 
of new cementum and connective tissue 
fibers cannot be expected on a cementum 
surface against which epithelium is 
lying. Such a result can be expected 
only when healthy organizing connective 
tissue is in contact with the curetted 
cementum surface. The interesting fact 
is that cases of reattachment occur in 
practice when no attempt has been made 
to remove the epithelium lining the 
pocket. 

The reason for this seeming impossi- 
bility lies, I believe, in the fact that, deep 
down in the pocket, the epithelial surface 
is not in contact with the tooth. Exudates 
and calculus cause a wide space to exist 
between the cementum and the epithe- 
lium. After curettage, this space is filled 
with blood clot, which is soon replaced 
with healthy granulation tissue. Thus, 
in the deeper portions of the pocket, ideal 
conditions are present for the regenera- 
tion of pericementum. With epithelium 
and connective tissues both regenerating 
as infection subsides, there is a race as to 
which will line the cementum surface. 
Periodontal technic must intervene to see 
that the advantage is in favor of the con- 
nective tissue. 

The accomplishment of this purpose 
involves regular operative interference 
subsequent to the original curetting 
operation. At weekly intervals, remain- 
ing pockets should be gently curetted to 
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remove any possible débris which may 
have accumulated in the not completely 
closed space, but more than that to open 
the space and give room for a new blood 
clot to lie against the cementum surface. 
The curetting instrument should of 
course not be pushed beyond the point 
where the tissue is definitely detached. 
By this means, the pocket depth will 
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gradually be lessened by what, I believe, 
is a reattachment of normal pericemen- 
tum. Certainly, the results are gratify- 
ing. The pockets are obliterated, the 
tooth becomes firm, the alveolar crest is 
built up and infection is eliminated, with 
the minimum amount of gingival reces- 
sion and with no needless loss of attach- 
ing tissue. 


THE TREND IN ORTHODONTIA* 


By ABRAM HOFFMAN, D.D.S., F.A.C.D., Chicago, IIl. 


N a consideration of the trend in ortho- 
| dontia, the thought that the whole 

status of orthodontia is undergoing a 
complete change stands out as a major 
premise. It is not easy to explain this 
change. 

The older members of our profession 
well remember when the straightening of 
irregular teeth was a part of the daily 
work of any dentist who was sufficiently 
interested in that type of practice to un 
dertake the work. At that time, ortho- 
dontia, or, perhaps better, “regulating 
teeth,’’ was considered a part of general 
practice. About 1900, the first school of 
orthodontia was organized, by Angle, 
and, with the creation of this school, 
there developed the idea that orthodontia 
should be taught and practiced only as a 
specialty of dentistry and not as a part of 
general practice. 

Of late, there has been quite a definite 
difference of opinion as to which of the 
two foregoing practices should prevail. It 
seems clear that neither in itself is inclu 


*Read before the Section on Orthodontia 
it the Seventy-Sixth Annual Session of the 
American Dental Association, St. Paul, Minn., 
Aug. 7, 1934. 
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sive enough for the service which mod- 
ern orthodontia must give. 

Modern orthodontia, whether viewed 
from the standpoint of theory or of prac- 
tice, presents many difficult and unsolved 
problems, which may account for its 
rather limited development so far as its 
number of practitioners is concerned. In 
view of the problems involved, it is easy 
to see why there are differences of opin- 
ion as to the amount of training and ex- 
perience necessary for its practice. The 
entire proposition must be viewed from 
two angles: the demand for the service 
and the source of supply. The patient is 
interested in securing competent service 
at a fee within his economic bracket and 
the dentist is interested in the problem or 
advisability of including this work in his 
The sincere dentist is also in- 
acquiring the theoretical, 
technical and clinical ability to render the 
proper service. 

The present educational “set-up” lim- 
its the general practitioner, in the main, 
to the reading of textbooks and the peri- 
odical orthodontic literature, witnessing 
clinics and demonstrations and, possibly, 
attending a “short course,” which at best 
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can be of but little more real value than 
a stimulus. On the whole, such a set-up 
is wrong—the start is made at the wrong 
end of the dentist’s program of practice. 
Orthodontia owes much of its develop- 
ment to the early practitioners and their 
application of mechanical principles, but 
the art or science has had a remarkable 
development in recent years because of 
the interest and enthusiasm of those who 
believed it should be studied and prac- 
ticed as a specialty. On the other hand, 
it may be said that the pioneers in the 
work were skilled artisans who based 
their studies solely on the “machine’’ nec- 
essary to accomplish the result. On the 
other hand, the modern worker has given 
a great deal of thought to the problem 
of growth, development, function, etc., 
in addition to the mechanical principles. 
In short, the orthodontist of today looks 
on the subject as a problem of biomechan- 
ics. There are a few men who have gone 
so far as virtually to discard appliances on 
the theory that if growth, development 
and functional activities are under proper 
control, appliance therapy is unnecessary. 
It should be perfectly apparent that un- 
til such time as prevention supersedes the 
necessity for cure, these several lines of 
thought must be considered conjointly. 
An early definition of orthodontia 
stated that its object was the correction 
of irregularities of the teeth. This defini- 
tion, in the light of the advances that 
have been made, is wholly insufficient. 
One has but to glance through the mod- 
ern textbooks to observe that contempo- 
rary writers are unanimous in the be- 
lief that the early definition is inade- 
quate in present-day practice. Today, 
we define orthodontia as that branch 
of dentistry which has for its object the 
prevention and correction of oral and fa- 
cial anomalies, and for the harmonizing 
of the structures involved so that 
the resulting dental mechanism will 


harmonize with the human organism as 
a whole. It is a study of growth and de- 
velopment which aims at the realization 
of the proper anatomic and functional re- 
lationships of the associated parts. It 
deals with biologic problems which are 
solved only in part by the use of mechani- 
cal appliances. 

Let us pause for a moment to analyze 
the definition: whereas, the early defini 
tion limited the work to the correction 
of irreguiarities, the modern concept pre- 
vents as well as corrects. This at once 
reminds us that we must go into an ex 
haustive study of the causes of irregulari- 
ties in order to prevent them. It is as 
useless to attempt a cure of malocclusion 
without knowing the cause as to attempt 
to cure acute appendicitis with castor oil. 
Further, we notice in the definition the 
words “oral and facial anomalies,” a 
phrase which is vastly more inclusive 
than “irregular teeth.” 

The prevention and treatment of ab 
normal conditions which are now consid 
ered as being within the field of ortho 
dontics may be grouped somewhat in ac 
cordance with their: severity, under five 
headings: 1. Malposition of individual 
teeth. 2. Maldevelopment of arch form. 
3. Malrelation of dental arches. 4. Mal- 
relation of dental arches and maldevelop- 
ment of either or both maxillary and 
mandibular bones. 5. Miscellaneous de 
formities including such conditions as 
maxillary cleft, deformities due to pre- 
natal influences, disease, fractures, burns, 
blows, etc., and abnormalities of form. 
number and eruption of teeth. Some of 
these conditions may be treated entirel\ 
or in part by surgical methods, or they 
may be treated by prosthetic measures, or 
by orthodontic methods or by a combina- 
tion of the several methods. 

Any rearrangement of the teeth must 
be accomplished in such manner that 
their occlusal relations are in harmon 
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with the excursions of the heads of the 
condyles in the glenoid fossae during the 
lateral and protrusive movements of the 
mandible, masticatory efficiency thus be- 
ing increased. We find also in the defini- 
tion a reference to the influence of ortho- 
dontic treatment on general health con 
ditions, facial balance, personality, the 
correction of speech defects, etc. 

It is well recognized that the human 
body is subject to periods of growth ac- 
tivity and rest. The dental apparatus is 
no exception to this and therefore the 
biologic phase of these parts must be un- 
derstood. Many of the tissue changes are 
accomplished through mechanical stimu 
lation, with its influence on growth and 
development. Thus, we see that modern 
orthodontia encompasses vastly more 
than the mere moving of teeth, and ac 
cordingly our newer concept of ortho 
dontia must include all factors which 
will result in the dental mechanism’s 
harmonizing with the human organism as 
a whole. 

It is perfectly obvious that the work 
of the orthodontist embraces far more 
than the correction of irregularities of 
the teeth. The word orthodontia, which 
literally means “straight tooth,” was 
adopted when the mechanical conception 
and the mere straightening of teeth were 
the prevailing thoughts. In the light of 
present orthodontic accomplishment, the 
term does not seem to be sufficiently com 
prehensive and many writers have been 
casting about for a more descriptive term. 

Orthodontia may be regarded as a 
branch of orthopedic surgery; and be- 
cause of the intimate relationship exist- 
ing between dentistry, medicine and sur 
gery, some term that would definitely tie 
these three sciences together has been de- 
sired. The terms “dental orthopedics” 
and “oral orthopedics” have had and still 
do have a number of supporters, although 
I prefer “dentofacial orthopedics” if any 
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change is to be made. The American As- 
sociation of Dental Schools has adopted 
“oral orthopedics,” and presumably this 
will be used in their curriculums in the 
future. Regardless of all discussion re- 
garding the name of the subject, it will 
probably be known as “orthodontia” or 
“orthodontics” for a long time to come. 
Common usage gives an understandable 
meaning to many words in our vocabu- 
lary. 

Because of its orthopedic nature and 
the belief that it is a highly specialized 
branch of the healing art, it has been sug- 
gested that orthodontia be taught and 
practiced as a separate and distinct spe- 
cialty. Orthodontia may be regarded as a 
branch of surgery, but it must also be 
regarded as an essential branch of den- 
tistry. The evils of malocclusion are as- 
sociated with many dental troubles, and 
the dentist is faced with them in many 
instances. Orthodontic service is just as 
definitely linked with a full knowledge of 
dentistry as skilful dental service is based 
upon the fundamental principles of ortho- 
dontia. In the field of oral health serv- 
ice, the dentist 1s an authority because of 
the nature of his professional training and 
To separate orthodontia from 
dentistry would be a calamity for both 
dentistry and orthodontia. 

In a study recently made by the Ameri- 
can Dental Association,! it was found 
that 32.3 per cent of 4,934 dentists in 
general practice include orthodontia in 
their practice. The percentage of ortho- 
dontia done by these men varies greatly 
in the several states included within the 
report, probably owing to local conditions 
and influences. For instance, in Wiscon- 
sin where the dentists have displayed an 
unusual interest in orthodontia for a 


service. 
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number of years, 63 per cent of the gen- 
eral practitioners report that they prac- 
tice orthodontia. In Arizona, where at- 
tempts to control orthodontic practice by 
legislation have been made, but 14 per 
cent of the general dentists undertake 
orthodontic treatment. 

At the recent meeting of the American 
Association of Dental Schools held in 
Chicago in March, 1934, some very in- 
teresting points relating to the teaching 
and practice of orthodontia were pre- 
sented and discussed. A most compre- 
hensive report? dealing with the teaching 
of the subject was adopted by the asso- 
ciation. (This survey was made under 
the direction of the American Associa- 
tion of Dental Schools with Dr. Blauch 
as executive secretary and was sponsored 
by the Carnegie Foundation. The report 
is now in process of publication and will 
be ready for distribution in the near fu- 
ture.) This action cannot help having a 
profound influence on the future of or- 
thodontia. I shall touch on a few of the 
high spots of that report. This report 
might be called “Exhibit A’’ of the pres- 
ent orthodontic trend, and, incidentally, 
it should be read in its entirety by every- 
one interested in orthodontia. The report 
indicates a very definite trend toward 
more active participation in orthodontia 
by the general practitioner. 

It was my privilege to be chairman of 
the orthodontia subcommittee which 
worked on the survey of the dental cur- 
riculum compiled by Dr. Blauch. My 
study of the vast amount of material as- 
sembled convinces me anew that in- 
evitably orthodontia will have a larger 
place in general practice. How to gage 
the amount of dental training necessary 
to meet the problem adequately, yet not 
detract from the specialist’s field, is per- 
haps the question of the day. That the 


2. Blauch, L.. E.: Survey of Dental Cur- 
riculum. , 


present undergraduate instruction is 
wholly inadequate is well recognized, as 
is the obvious sketchiness of the short 
postgraduate courses of instruction. On 
the contrary, the comprehensive graduate 
courses, from their very nature, are de- 
cidedly limiting as to the numbers who 
may take up the work. 

For instance, at Northwestern Univer- 
sity, the graduate course in orthodontia 
requires the student’s undivided atten- 
tion for one full collegiate year. There 
is offered an option in this connection 
which permits the student to devote one- 
half of his daily time to study. If the stu- 
dent elects the half-time plan, he is re- 
quired to take up residence at the univer- 
sity for twenty-one months. The former 
plan is designed for practitioners who re- 
side at points distant from Chicago, while 
the latter plan is designed for practition- 
ers who live in, or sufficiently near, Chi- 
cago to spend but half of each day at the 
university. 

There are a great many men practicing 
orthodontia as a specialty who are self 
trained or have taken the short courses 
that have been given by postgraduate 
schools during the past decade or two. 
These methods of preparation have satis- 
factorily filled a need during the develop 
mental era in orthodontia. If the action 
taken by the American Society of Ortho- 
dontists at Oklahoma City in 1933, 
wherein disfavor of a continuance of the 
short courses of instruction was recorded, 
is a criterion, the “short courses’’ will 
pass from the scene. In addition to this 
limitation, the licensing boards, in an in- 
creasing number, are seriously consider- 
ing a special type of examination and li- 
censure for those who wish to announce 
themselves as specialists. The American 
Society of Orthodontists sponsors the 
American Board of Orthodontia. This 
board has for its duty the examination 
and certification as to fitness for speciali 
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zation of such applicants who may thus 
desire to inform the public of their quali- 
fications. 

Judging trom the number of inquiries 
that are received by Northwestern Uni- 
versity, there is an urgent demand for 
short courses under university auspices. 
While we now have nothing of this sort 
to offer the general practitioner, there has 
been some consideration as to the advisa- 
bility of offering short courses to prac- 
titioners who are able to convince the 
committee on admissions that they are 
particularly interested in orthodontia and 
that they are doing a considerable amount 
of this work in their general practice. 
The offering of such a course is still prob- 
lematic. 

According to the director of the United 
States census, one third of our popula- 
tion, or 41,000,000 inhabitants, are under 
16 years of age. Fully 75 per cent of 
these children require general dental care 
and not less than 50 per cent, or more 
than 20,000,000 children, have oral 
anomalies which should receive ortho- 
dontic treatment. This figure is appalling 
because, from the best statistics available, 
considerably less than 1 per cent of them 
are receiving orthodontic service. The 
surface is barely being scratched. This 
is due probably to two conditions: (1) 
that an insufficient number of dentists are 
rendering this type of service, and (2) 
economic conditions. 

It has been estimated that one-half the 
families of the United States have an an- 
nual income of less than $1,800. These 
families cannot possibly afford to pay the 
fee charged by the orthodontic specialist. 
There is no doubt that the problem of 
caring for the masses must be solved by 
the dental profession, else we may later 
be embarrassed by having a solution 
forced on us in the form of government- 
controlled clinics or clinics controlled by 
private foundations; in which event, the 
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dentist will become a salaried worker in- 
stead of the director of the enterprise. I 
am definitely of the belief that regard- 
less of the number of general practition- 
ers who may eventually undertake the 
correction of malocclusion, there will still 
be an abundance of work for the special- 
ist. He will be given the prestige of han- 
dling severe cases, while the family den- 
tist will be intercepting malocclusion. 
It is interesting to note the geographic 
distribution of orthodontists in the 
United States and to relate their distri- 
bution to the distribution of great num- 
bers of people in need of orthodontic serv- 
ice. In the 1934 edition of the Ortho- 
dontic Directory of the World, there are 
listed 902 orthodontists in the United 


States. These are divided by states in 

part as follows: 
New York .142 
California 110 
Illinois 58 
Michigan 
Pennsylvania 
Massachusetts ... . 42 
Texas 40 
Minnesota 
Wisconsin 


Seven states have but one orthodontist 
each. Obviously, some of the latter states 
are rather sparsely populated, but the fact 
remains that, with the present method of 
practice, many thousands of people are 
denied the privilege of orthodontic serv- 
ice. Apparently, it remains for the family 
dentist to supply the needed service. 

The orthodontists in the United States 
reside principally in the larger cities, and 
these cities include but 36 per cent of our 
population. Of course, a portion of our 
population residing near these larger cit- 
ies may take advantage of the opportuni- 
ties afforded, but this is always attended 
by considerable inconvenience and ex- 
pense. 
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A questionnaire was recently sent to 
985 dentists, graduates of various dental 
schools, who were regarded by their 
schools as progressive and_ successful 
alumni in the general practice of den- 
tistry. Five hundred and nineteen replies 
were received from these men, residing in 
all parts of the United States. The tabu- 
lated replies may therefore be regarded 
as a fair cross-section of the type of prac- 
tice of the better members of our pro- 
fession. Of these dentists, 44 per cent 
include some orthodontia in their prac- 
tice, the amount of orthodontic practice 
with this group averaging about 35 per 
cent. A large number of dentists reported 
that they advise patients regarding condi- 
tions; some refer the work to orthodon- 
tists, and a considerable number of them 
try to arrest or prevent the development 
of malocclusion. On the basis of the evi- 
dence received, the conclusion is war- 
ranted that perhaps 50 per cent of the 
progressive dentists in general practice at- 
tempt in various ways to prevent the de- 
velopment of malocclusion. These and 
other figures from the same questionnaire 
must be accepted as reasonably conclusive 
evidence that orthodontia has some place 
in the general practice of dentistry. 

The future is bound to provide a bet- 
ter distribution of orthodontic service be- 
cause of the increasing number of men 
undertaking graduate study; but, again, 
most of these men are preparing for spe- 
cialization and will choose city locations. 
There are perhaps a dozen universities 
now offering courses for the preparation 
of specialists in this field, so that, within 
a few years, a large number of men well 
qualified for practice will enter the field. 
Still, according to statistics, the number 
will be inadequate. 

A further study of the questionnaire 
included in Dr. Blauch’s report reveals 
additional points of interest. For in- 
stance, but twelve in one group of 223 


general practitioners who treat cases ot 
malocclusion have had special training in 
orthodontia. A few in this same group 
report having taken courses in a study 
club. Obviously, the majority of this en- 
tire group is undertaking correction of 
malocclusion with no special training be- 
yond a meager undergraduate curricu- 
lum, the reading of orthodontic literature 
and the attending of clinics and demon- 
strations. Clearly, this is not in accord 
with the standards and ideals of modern 
orthodontia. 

Again, it is a matter of record in the 
report that an overwhelming number of 
dentists believe training in orthodontics 
should constitute an important feature in 
undergraduate study. It is interesting to 
note that the University of California, 
several years ago, undertook a modifica- 
tion in the undergraduate dental curricu- 
lum wherein the student so electing may 
substitute orthodontia for certain parts 
of other courses in clinical dentistry. 

The dental schools are definitely con- 
fronted with the problem of formulating 
a course in which the student will acquire 
theoretical knowledge and technical and 
clinical ability in at least three channels: 
(1) an appreciation of the science of or- 
thodontics, (2) the training to recognize 
and diagnose malocclusion and (3) the 
ability to prevent or to intercept maloc- 
clusion. Equally important is the corre- 
lated knowledge which the student will 
gain in other branches of practice by a 
more thorough knowledge of orthodontic 
principles. It also becomes the obligation 
of the schools to impress the student with 
the dangers attending orthodontic treat- 
ment by the incompetent practitioner. 

That you may have some appreciation 
of the aims of Dr. Blauch’s subcommittee 
on orthodontics, I include the following: 

The objective of instruction planned in 
the report is to furnish a rather thorough 
grounding in the fundamental principles of 
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orthodontics and the application of those 
principles in practice so far as they are re- 
lated to the work of a general practitioner 
of dentistry. This objective implies that 
the student shall sufficiently master the 
theory and practice so that he may be able 
to cope with the problems usually asso- 
ciated with simple cases of malocclusion 
of teeth encountered in the general prac- 
tice of dentistry, “simple cases” usually 
being those that involve only the correc- 
tion of arch form, and those whose diag- 
nosis and treatment can be carried out 
without undue difficulty. It recognizes the 
impracticability of expecting the under- 
graduate student to deal with all the in- 
tricate problems incident to difficult or un- 
usual cases. 

The instruction should aim at giving 
the student an appreciation of the impor- 
tant place of orthodontics in modern den- 
tistry, and creating in him a desire to 
study the subject in his undergraduate 
course, in his years of practice, and in 
post-graduate or graduate education. ... 

The content of the undergraduate course 
is based upon health needs as far as they 
can be ascertained. It is intended to em- 
phasize a thorough understanding of the 
biological factors involved, as well as a 
knowledge of the principles of mechanics 
and the materials that should be organized 
in methods of treatment designed to pro- 
mote health service and efficiency in ortho- 
dontics. . . . 

Before the student begins the study of 
orthodontics, he has presumably obtained 
substantial familiarity with the morphol- 
ogy, the histology, the arrangement, func- 
tions and development of the teeth, and 
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the gross and microscopic anatomy of the 
mouth and associate parts. . . . The in- 
struction as outlined contemplates a re- 
view of parts of these subjects, with special 
application to the procedures in planning, 
constructing, and using orthodontic appli- 
ances. Training in the more difficult types 
of orthodontic treatment is left for post- 
graduate and graduate study. 

In all this instruction there should be 
constant reference to other branches of 
dentistry. Orthodontics should not be re- 
garded as an isolated part of the student’s 
training; it employs some principles taught 
in other courses and the principles of ortho- 
dontics should be taught in such a way 
that they carry over into the other sub- 
jects. To regard any subject in the dental 
curriculum as an isolated subject is to fail 
to use it properly in the training of the 
general practitioner of dentistry. 

The proposed curriculum in orthodon- 
tia will include about 400 hours of pre- 
clinical and clinical instruction. Of these, 
about 150 hours will be devoted to didac- 
tic and laboratory instruction and about 
250 to clinical instruction. 

Finally, the proposed orthodontic cur- 
riculum of the future will correlate the 
fundamental and biologic sciences of den- 
tistry in a manner not heretofore at- 
tempted. Orthodontia, as no other sub- 
ject, will bind together all theoretical 
and clinical branches of dentistry the 
common aim of which is the normal of 
form and function, which, in the last 
analysis, must be the basis of diagnosis 
and of all dentistry. 
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PRACTICAL PARTIAL DENTURES OF THE 
REMOVABLE TYPE* 


By F. C. ELLIOTT, Ph.G., D.D.S., Houston, Texas 


ARTIAL dentures of the remova- 

ble type should be expected to (1) 

enhance the masticatory efficiency 
of the remaining natural teeth, (2) pro- 
long the period of usefulness of the 
remaining natural teeth, (3) assist in 
the maintenance of a state of normal 
health of the oral cavity, provided sys- 
temic conditions do not become a destruc- 
tive influence and (4) become a part of 
the masticatory apparatus without enun- 
ciatory interference, and without undue 
discomfort or annoyance to the patient. 
They should be so designed that they 
will not retain an excessive amount of 
food and they can be easily cleaned by 
the patient. Their design should be sim- 
ple to permit easy insertion by the pa- 
tient. The plan for retention should not 
be elaborate, and only the amount of 
retention that is necessary to overcome 
the forces which tend to displace the par- 
tial denture should be included in the 
design. The denture should be of sufh- 
cient strength to withstand a limited de- 
gree of abuse, and should satisfy the 
esthetic requirements of the case. 

Partial dentures should not be re- 
garded as temporary appliances that (1) 
hasten the loss of the remaining natural 
teeth, (2) exert a destructive influence on 
the bone or the soft tissues, (3) cause 
caries and erosion of the teeth or (4) 


*Read before the Section on Partial Denture 
Prosthesis at the Seventy-Sixth Annual Ses- 
sion of the American Dental Association, St. 
Paul, Minn., Aug. 8, 1934. 
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serve as a last resort before the construc- 
tion of full dentures. 

Although the members of the profes- 
sion enter into scientific discussions rela- 
tive to the restorative service which they 
believe to be ideal, there has never been 
a period during the history of the profes- 
sion when the masses of the people have 
been able to afford the ideal types of 
restorative service. 

The unit-cast partial denture is more 
simple to construct than some of the 
more complex types of partial dentures, 
and its utility is of such character as to 
permit the use of the unit-cast partial 
denture in the majority of the cases 
wherein treatment by the use of partial 
dentures is indicated. The service which 
is rendered by the unit-cast partial den- 
ture compares favorably with the service 
that is rendered by amalgam and inlay 
fillings, crowns, fixed bridges, full den- 
tures, etc., which are commonly used in 
the practice of dentistry. Therefore, this 
discussion shall be confined to the unit- 
cast partial denture. 

Because of the influence that systemic 
disease has on the condition of the oral 
cavity, examination includes a considera- 
tion of the general health of the patient. 

If any general or oral pathologic condi- 
tion is in evidence, a diagnosis is made, 
and the proper preliminary treatment 
is prescribed. Further examinations are 
used to determine the biomechanical 
treatment which may be necessary, and 
the design of the partial denture. For 
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this determination, study casts, which are 
properly constructed and attached to the 
articulator or relating instrument, a com- 
plete roentgen-ray survey and an oral 
examination are necessary. 

All preliminary procedures indicated 
by these studies are completed before pro- 
ceeding with the construction of the par- 
tial denture. If any of the remaining 
teeth are “poor risks,” or if they interfere 
with the correction of the occlusal rela- 
tion, they should be removed. To pro- 
vide more space, the ridges may need sur- 
gical correction, that the artificial teeth 
may be properly arranged for functional 
balance, and may harmonize with the 
alinement and appearance of the remain- 
ing natural teeth. The occlusion of the 
natural teeth should be studied in the 
mouth and on the articulator. If occlusal 
interference is noted or if any of the 
teeth are not in occlusion, the necessary 
corrections should be made in order that 
the functional balance of the partial 
denture may be made to harmonize with 
the remaining natural teeth. Individual 
prostheses, such as fillings or crowns, may 
be required. They should be so planned 
that if they are to be used as rests or 
indirect retainers or are to be employed 
to retain the partial denture, they will 
have the necessary occlusal thickness and 
the proper axial contour to serve their 
purpose. 

Hurried and incomplete diagnoses can 
be the cause of many of the failures in 
the construction of partial dentures. If 
proper consideration is given to each step 
involved in the production of a partial 
denture, many failures can be prevented 
and the reconstruction of such cases thus 
be avoided. 

Partial dentures increase the suscepti- 
bility of the oral cavity to caries of the 
teeth and to disease of the soft tissues. 

herefore, a careful diagnosis and cor- 
rect designing of the partial denture will 
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minimize the possibility of the occurrence 
of these conditions. This information 
should be conveyed to the patient to in- 
form him that, if he does not give his 
teeth the proper care, the presence of the 
partial denture will hasten the loss of the 
remaining teeth. 

Many teeth are being removed to make 
way for full dentures, when, in many 
cases, these teeth could be utilized for 
partial dentures, which would give a 
more satisfactory service than full den- 
tures. 


PROCEDURES OF CONSTRUCTION 


The Preparation of the Teeth—The 
natural teeth to be used for rests or lugs, 
indirect retainers, etc., will require a cer- 
tain amount of preparation, which should 
not be more extensive than is absolutely 
necessary. The contact points of the 
teeth should not be destroyed nor should 
the dentin be exposed. If it is necessary 
to do so, the teeth should be filled with 
inlays that are constructed of hard gold 
alloys. The teeth should be so prepared 
that the stress will be directed at right 
angles to the long axis of the teeth. The 
preparation of the occlusal surface of the 
molars and bicuspids for occlusal rests 
should be of a depth to allow for a suff- 
cient bulk of metal to prevent breakage. 
The breakage will usually occur at the 
point where the occlusal rest is attached 
to the axial arm. If the margin of the 
prepared groove is slightly rounded, this 
breakage can be prevented. A_ well- 
rounded groove which blends with the 
occlusal contour of the buccal and lin- 
gual cusps is much better than a definitely 
recessed groove. 

The Impression—Because of faulty 
impressions, many partial dentures are 
inaccurately constructed. Therefore, care- 
fully taken impressions are essential. 

Impression compound is a satisfactory 
material for the sectional method of ob- 
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taining an impression. The impression 
compound should soften at a compara- 
tively high temperature, and the sections 
should be made bulky to take care of 
warpage. The section should be made to 
fit under pressure at a low temperature, 
and should be quickly removed in order 
to overcome in part the contraction that 
is common to all impression compounds. 
Impression compound should be used for 
cases in which metal saddles are to be 
used. The sectional impression method 
should be used, or the compression of the 
tissues can be obtained with impression 
compound, and the impression completed 
by the use of one of the hydrocolloidal 
materials or plaster of Paris. 

Plaster of Paris or similar materials 
may be used for the mass-impression 
technic or for the sectional method. A 
definite water-powder ratio should be 
used to insure the proper control of the 
expansion of the impression mix. Plaster 
of Paris can be used also for the impres- 
sion of the ridge spaces, as advocated by 
some dentists, who complete the skeleton 
on a cast obtained from a hydrocolloidal 
impression, then, with the skeleton in 
place in the mouth, take a mass impres- 
sion of the teeth and skeleton with plaster 
or similar materials. 

Employment of the newer hydrocol- 
loidal materials, such as dentocoll, is 
simpler than that of the impression com- 
pounds or plaster of Paris. They also 
have a lesser amount of dimensional 
change than the other materials. They 
are satisfactory for all cases in which a 
metal skeleton is to be used; but they are 
not satisfactory for the impression of the 
ridge, unless they are used in conjunction 
with impression compound. When the 
hydrocolloidal materials are used, (1) 
the water-mass ratio must be correct in 
order that the material will be of the 
proper consistency to obtain the impres- 
sion at a temperature that can be borne 


by the patient, (2) a consistency standard 
should be determined to avoid periodic 
failures and (3) the materials should be 
thoroughly chilled before the impression 
is removed from the mouth. From a 
dentocoll impression, the skeleton of the 
partial denture may be constructed, and 
plaster of Paris may be used for the im- 
pression of the ridge, as previously men- 
tioned, or a baseplate may be attached to 
the skeleton and the artificial teeth ar- 
ranged in wax, and the impression of the 
ridges may be taken with impression com- 
pound, wax or other suitable materials, 
by using the baseplate as a tray. This 
method is employed for cases that are to 
be constructed with saddles of vulcanite 
or of similar materials. The impression 
and the cast are checked by the use of 
check-guides that are made in the mouth. 
The accuracy with which they fit the 
completed cast will determine to a degree 
the accuracy of the impression and the 
cast. 

The Cast.—The cast for assemblage 
or the master model should be constructed 
of one of the artificial stones or of similar 
materials. 

The usual precautions, such as proper 
water-powder ratio, mechanical spatula- 
tion and vibration, should be followed so 
that a hard, dense cast can be obtained, 
and undesirable physical changes be 
avoided. Undesirable undercuts can be 
removed, relief provided on the cast with 
hard wax, and a negative made, from 
which a duplicate cast can be constructed 
of a suitable material for the casting 
process. 

The clasp points, occlusal rests, indi- 
rect retainers, etc., should be adjusted in 
the mouth. If the master model is re- 
lieved at these points, the preliminary 
adjustments of the partial denture may 
be made on the master model. 

Design or Case-Plan.—lIf it is possi- 
ble, the teeth which are to be used for 
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clasps should be healthy. It is undesira- 
ble to use for clasps teeth that have rough 
enamel surfaces, areas of enamel erosion 
or a pathologic condition of the support- 
ing tissues, or teeth that are malposed. 
As many of the remaining teeth as pos- 
sible should be used for the retention of 
the partial denture. By this procedure, 
unopposed forces can be avoided, and the 
retention load can be distributed to more 
of the remaining teeth than has been the 
case in the usual procedure. This may 
be accomplished by multiple-tooth reten- 
tion, which is retention on the mesial or 
distal aspect of one tooth, and reciproca- 
tion of the retention pressure on a tooth 
in contact with this tooth, or on a 
tooth that is in the same segment of the 
arch. 

If contacts are not present between the 
teeth to be used for multiple-tooth reten- 
tion, they should be supplied by some 
type of individual tooth restoration. 
Clasps which are designed for individual 
teeth should embrace more than one half 
of the circumference of the tooth. When 
active pressure is brought to bear on the 
teeth, whether they are to be used for 
multiple tooth retention or for individual 
tooth retention, the pressure must be 
equalized by a reciprocal bearing to pre- 
vent abnormal tooth movement. If the 
remaining teeth have long crowns, auxil- 
iary stabilization should be planned to 
prevent rotation of the partial denture. 
The occlusal rests act as the rotating 
point; therefore, the tooth on which the 
rest is placed should have auxiliary sta- 
bilizers planned to contact the tooth near 
the gingivae to prevent rotation of the 
partial denture. All types of clasps re- 
quire the use of rests or stops to prevent 
displacement of the clasp points, the loss 
of the occlusal relation and undue resorp- 
tion of the ridges. 

Partial dentures constructed without 
occlusal rests can be as destructive as the 
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older types of partial dentures which 
were constructed without clasps. When 
partial dentures without rests are fre- 
quently rebased, undue resorption of the 
ridges is produced. The clasps should 
maintain the partial denture in a semi- 
rigid or fixed position to prevent lateral 
movement of the partial denture. The 
lateral movement of partial dentures 
causes tissue destruction and bone resorp- 
tion. Indirect retainers, stabilizing bars 
and rigid lingual or palatal bars will 
assist the clasps in preventing undue 
movement of partial dentures. 

If continuous clasps are used, they 
should be so planned that the forces ex- 
erted on the partial denture will be di- 
rected parallel to the long axis of the 
tooth. They should be light and narrow, 
and if rigidity is desired, they may be 
connected to the lingual or palatal bars 
with small connecting bars. The saddles 
of bilateral partial dentures should be 
connected by rigid lingual or palatal bars. 
All connecting bars, such as clasp bars, 
lingual or palatal bars and bars for in- 
direct retainers which occupy a tissue 
position should have ample space between 
the tissue and the bar. 

With the methods and materials that 
are available, there is no limit to the 
possible modes of retention. Therefore, 
cases which appear to be difficult may be 
satisfactorily constructed, if the plan of 
the case is carefully studied. 

The arrangement of artificial teeth in 
partial dentures for functional balance 
should be similar to that of the artificial 
teeth for complete dentures. The size 
and number of the artificial teeth may be 
reduced in those cases in which the reduc- 
tion will not permit the opposing natural 
teeth to move from their original posi- 
tion. It is not necessary to overemphasize 
the importance of retention and stabili- 
zation, if the artificial teeth are properly 
arranged. 
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The saddles should be extended to less 
changeable areas, and be in intimate con- 
tact with the tissues. They should cover 
a sufficient area to withstand the load to 
be applied and to assist in the retention 
of the partial denture. 

The buccal surfaces of upper ridges 
and lingual surfaces of lower ridges 
should not be used as supports against 
the forces of mastication which are ex- 
erted on the partial denture, because of 
the character of the tissues in these 
regions. 

The more common causes of failure in 
partial denture construction are: 

1. Inadequate diagnosis of the prevail- 
ing condition of the oral cavity. 

2. Improper preparation of the natural 
teeth. 


w 


Faulty design. 
4. “Overplanning.” 
5. Misapplication of ‘‘model-designs.”’ 
6. An incorrect impression. 
7. Failure to use occlusal rests or stops. 
8. Use of clasp bars or rests of too 
small a gage. 


9. Too great a retention load applied 
to individual teeth. 

10. The fact that the clasp bars are in 
contact with the tissue. 

11. The fact that the lingual or pala- 
tal bars are placed in contact with the 
tissue or are too flexible. 

12. Failure to use the anterior palatal 
bar in those cases in which it is indicated. 

13. Improper saddle extension. 

14. Use of extension saddles of metal 
without a proper impression or for cases 
in which they are not indicated. 

15. Improper arrangement of the arti- 
ficial teeth. 

16. Error in the procedures of con- 
struction. 

17. Failure to refit partial dentures 
that have extension saddles, when the re- 
sorption of the ridges causes the loss of 
occlusal relation of the artificial teeth. 

18. Use of unsatisfactory alloys. 

19. A careless attitude on the part of 
the patient toward the proper care of the 
remaining natural teeth and the partial 
denture. 


THE AMERICAN DENTAL ASSOCIATION’S 
AFFILIATION WITH THE NATIONAL 
BUREAU OF STANDARDS 


By R. H. VOLLAND,* D.D.S., lowa City, lowa 


REASONS FOR THE AFFILIATION 


S knowledge and experience accumu- 
A late in the practice of any art or 
science, there naturally grows in 

the minds of the practitioners a desire 
for more knowledge of the materials 
being used. As attempts are made to 


*Chairman, Bureau of Standards Commit- 
tee, Research Commission, American Dental 
Association. 
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extend the field of application and_ to 
correct and refine the processes of an art 
or science, an absolute necessity for more 
intimate knowledge of the physical and 
chemical characteristics of the materials 
asserts itself. As experience accumulates, 
possible inadequacies and limitations of 
the available materials may appear. Then, 
a desire and, finally, an insistent demand 
for possibly a new material or a more 
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adequate method of handling an old ma- 
terial so that it will meet the require- 
ments develops. Dentistry has followed 
these generalizations. 


AGENCIES CONTRIBUTING TO SOLUTION 
OF THE PROBLEM 


There is evidence that, for many years, 
there has been developing within den- 
tistry a desire, which finally has become 
practically a demand, that more knowl- 
edge, scientifically derived and therefore 
of a dependable nature, be made available 
to practitioners. In the course of this 
time, several agencies have come forward 
in an effort to satisfy the demand. Scien- 
tific departments of colleges and uni- 
versities have contributed considerably, 
especially as regards the pure science 
aspects of materials. Here and there in 
the profession, individual practitioners 
have labored. Certain dental schools have 
recognized the demand and are doing 
their part. For many years, certain man- 
ufacturers have been interested in the 
problem of dental materials. True it is, 
their interest may be flavored with a de- 
sire for financial returns and their activ- 
ity may be stimulated by the sharpness of 
competition, but many improvements in 
present-day dental materials must be 
credited to the interest of honest and 
progressive manufacturers. Furthermore, 
there is abundant evidence that many of 
these improvements were made not be- 
cause of the possible financial profit, but 
because of a sincere interest in the art and 
science of dentistry. In 1928, the Ameri- 
can Dental Association established in the 
National Bureau of Standards, Washing- 
ton, D. C., a fellowship for the study of 
dental materials in all phases. Credit 
must be given to each of these agencies. 
The demand for fundamentally sound 
and scientifically correct knowledge of 
dental materials has been partially met. 
In the nature of things, it probably never 
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will be wholly satisfied. Therefore, all 
these agencies must be encouraged and 
urged to carry on. They provide a com- 
prehensive working group. 


A. D. A. RESEARCH FELLOWSHIP 


The dental profession, with the Amer- 
ican Dental Association acting as an 
intermediary, is very fortunate to have 
been able to establish a fellowship in the 
National Bureau of Standards. This 
institution has a world wide reputation 
for its thorough, dependable, unbiased 
work. Aside from the fact that any of 
the physical facilities of the Bureau that 
may be needed are at the disposal of the 
Association’s fellows, the entire staff of 
the Bureau are available for consultation 
and advice. These two factors alone are 
far beyond the financial grasp of the 
Association. George K. Burgess, the late 
director of the Bureau, under whom the 
fellowship was established, was sincerely 
interested in this dental affiliation and 
gave much thought and constructive 
assistance to the work. The present di- 
rector, L. J. Briggs, is equally interested 
and supportive. Helpful relationships 
have always existed between the Associa- 
tion’s workers and other members of the 
Bureau staff. 

Some time ago, in the interest of 
greater efficiency, there was created in 
the Bureau a section or department desig- 
nated as the Dental Materials Research 
Laboratory. Wilmer Souder, a physicist, 
is the head of this laboratory. In this 
organizational division, the American 
Dental Association employs two research 
associates, George C. Paffenbarger and 
W. T. Sweeney. Dr. Paffenbarger is 
a dental graduate and Mr. Sweeney 
is a physicist. In addition to these em- 
ployes of the American Dental Associa- 
tion, the director of the Bureau assigns 
regular members of the staff to assist in 
dental research. The specialities of the 
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ones assigned depend on the requirements 
of the problem or problems then under 
consideration. The history of this pro- 
cedure shows that the Bureau, at all 
times, not only matches the number of 
Association workers, but, most of the 
time, it exceeds that number. Here again, 
it would be beyond a financial possibility 
for the Association to attempt such a 
working plan independently. 

In November, 1934, an additional 
worker, John R. Beall, a graduate in 
mechanical engineering, was employed by 
the Association. His work will be almost 
wholly confined to rechecking materials 
guaranteed by the manufacturers to con- 
form to current American Dental Asso- 
ciation specifications. 


SCOPE OF RESEARCH AND SPECIFICATIONS 


Since the inception of the dental fel- 
lowship, the activities have been (1) pure 
research, (2) establishment of funda- 
mental data and (3) research to set up 
standards or specifications for dental 
materials. The results of these researches 
are reported at the annual meetings of 
the Association and are published in THE 
JournaL. During the intervals between 
meetings, THE JOURNAL is always made 
available for the publication of new de- 
velopments of a significant nature. The 
Research Commission of the American 
Dental Association, when it assumed the 
dental research fellowship at the Na- 
tional Bureau of Standards, realized that 
the individual dentist not only desired 
definite and unbiased information regard- 
ing the restorative materials which were 
being used in the practice of his profes- 
sion, but also some assurance that the 
materials possessed dependable, desirable 
qualities. The following plan was adopted 
to assist and protect the dentist in the 
purchase and utilization of these materi- 
als. Tentative specifications or standards 
for dental materials are gradually being 


developed in the Bureau of Standards 
laboratory. To date, the following eight 
specifications have been developed and 
officially adopted by the House of Dele- 
gates: No. 1, for amalgam alloys; No. 2, 
for inlay casting investments; No. 3, for 
impression compounds; No. 4, for inlay 
waxes; No. 5, for inlay casting golds; 
No. 6, for dental mercury; No. 7, for 
wrought gold wire, and No. 8, for a den- 
tal cementing medium (zinc phosphate 


cements) (Effective, July 1, 1935). 
CERTIFICATION OF PRODUCTS 


A plan has been evolved and put in 
operation whereby the manufacturer can 
certify that his product meets the specifi- 
cation of the Association. This plan is 
clearly described in an article entitled 
“The Dental Research Fellowship at the 
National Bureau of Standards.”* 

The following, from the above-men- 
tioned article, is quoted here for empha- 
sis: 

It should be clearly understood by both 
manufacturers and dentists that neither the 
National Bureau of Standards, nor the Re- 
search Commission (American Dental As- 
sociation) approve, certify or guarantee 
dental materials. All such statements are 
solely the responsibility of the makers of 
the product. The Commission adopts the 
standards of specification and asks the man- 
ufacturers to guarantee their products to 
meet them. 

Every practitioner of dentistry is urged 
to read this short article and to cooperate 
with the Research Commission and the 
manufacturers by applying this knowl- 
edge in his everyday affairs. 


LIST OF PRODUCTS CERTIFIED BY THE 
MANUFACTURER 


In November, the secretary of the 
Research Commission presented a revised 
list of dental materials, the manufactur- 


1. J.A.D.A., 20:1040 (June) 1933. 
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ers of which have certified to the Re- 
search Commission that these materials 
meet the appropriate specification.” 

It is urged that these specifications be 
read and studied. Journal references are 
included in this listing of materials that 
the reader may know where to find any 
particular specification. 


DISSEMINATION AND UTILIZATION OF DATA 
AND INFORMATION 


When the Association’s fellowship was 
established in the National Bureau of 
Standards, there were many suggestions 
as to how the results of this work should 
be disseminated and utilized. It was 
realized that there were three groups 
primarily interested in the results of this 
work: the dentists, the manufacturers 
and the public. Of these groups, the pub- 
lic were to obtain the ultimate benefit by 
receiving better health service; but the 
immediate and most intimate problems 
lay with the dentist and the manufacturer. 
These problems have many angles. The 
interdependence of the two groups, den- 
tists and manufacturers, is very clear. 


SOME PROBLEMS RELATED TO 
SPECIFICATIONS 


It was suggested that specifications 
embracing the ideal in every particular 
should be set up and adopted. On sober 
thought, the proponents of such a theory 
soon realized that such a plan was not 
practical. First, who would draw the 
specifications? It is very evident that 
authorities do not agree. Secondly, how 
was such a plan to be enforced? Even if 
the ultimate ideal material can be deter- 
mined, the problem of manufacture ap- 
pears. The ultimate ideal material is a 
goal to be sought constantly, but it is of 


2. Messner, C. T.: Revised List of Dental 
Materials Certified to the Research Commis- 
sion of the American Dental Association, 
J.A.D.A., 21:2026 (Nov.) 1934. 
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no immediate value to the practitioner 
until it can be produced. It was not an 
absolute certainty that even improve- 
ments in the materials then being used 
could be made, but it seemed logical to 
begin with them. Experience has re- 
moved this last uncertainty to some ex- 
tent at least. Improvements have been 
accomplished. The desire to attain the 
ideal material has not been discarded, 
but, in the meantime, the profession and 
the public are having the benefits of these 
improved materials. There will be a 
constant effort to further improve the 
materials now in use. 

Since the ultimate goal was not set 
with the advent of specifications and 
standards, the specifications are purposely 
considered tentative. As research finds 
methods to improve material and manu- 
facturing methods are devised to incor- 
porate these improvements, the specifica- 
tion and standards for that material will 
be advanced. If we look at the problem 
in another direction, it is soon realized 
that the dental profession must gain a 
clearer conception of the exact physical 
and chemical properties a material must 
have in order that the material may serve 
its most useful intended purpose. Thus, 
the Research Commission soon came to the 
conclusion that any plan, to be effective, 
must be educational and evolutionary. 


BASIS FOR SPECIFICATIONS 


Original specifications were set up, 
based upon the following: 

1. The engineering principles and de- 
mands of typical restorations. 

2. The suggestions and advice of rep- 
resentative members of the dental profes- 
sion. 

3. Suggestions and information sup- 
plied by the manufacturers of dental ma- 
terials. 

4, Tests and surveys of materials in 
particular fields conducted in the Bureau 
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laboratories and other scientific labora- 
tories. 

Questionnaires and conferences were 
extensively used to canvass members of 
the profession and the producers of ma- 
terials. Although it was early and readily 
discernible that many of the data obtained 
from these questionnaires and conferences 
were based upon hearsay and pure empir- 
icism, and some of them were influenced 
by commercial advertising and motives, 
many valuable deductions were drawn 
from them. These data assisted very 
materially in forming a program of attack 
of the problem in hand. Even the empir- 
icism was not without its value. Practi- 
tioners were getting what was then con- 
sidered creditable results by empiric 
methods, largely. But when the problem 
was finally scientifically analyzed, it was 
surprising how much fact was obtained 
from some of these seemingly empiric uses 
of materials. As a final result, improve- 
ments in the materials and technics were 
indicated as the most logical immediate 
step rather than the wholesale condemn- 
ing of products and methods. From such 
a ground plan, the bureau work pro- 


gressed. 
COOPERATIVE GROUPS 


The aim is to improve the quality of 
materials used by the dental profession 
through: 

1. The distribution of reliable data 
which will enable the dental practitioner 
better to understand the characteristics 
of the materials with which he works and 
also to increase his skill in selecting ma- 
terials for his use. 

2. The cooperation of reputable man- 
ufacturers who will assist in the setting 
of standards and who will guarantee that 
their products will comply with the stand- 


ards so set. 


From time to time, when the Bureau 
work on a given material had reached 


the proper stage, small groups of selected 
practitioners, broadly scattered over the 
country were organized and carried 
through a course of experiments and in- 
structions. These have been designated 
as “cooperative groups.” The work of the 
groups has three phases or objectives: 
1. The experiments and tests were pur- 
posely made simple and of a type that 
could be performed in the practitioner’s 
office, but each exercise held a lesson for 
the performer. 2. The data obtained by 
the practitioners were reported to the 
Bureau and there tabulated and studied. 
Some of the reasons for the plan so far 
may be of interest. Aside from the “‘per- 
sonal equation” of each practitioner, there 
are many other elements that enter into 
the actual use of materials, such as cli- 
matic conditions, altitude temperatures 
and humidity. These extraneous factors 
affect different material in various combi- 
nation and in varying degrees. In the 
experimental work done on inlay casting 
investments, the importance of ‘room 
temperature” was clearly brought out. 
Again, water taken from a cold water 
tap and investment taken from a con- 
tainer located over a functioning radiator 
were not productive of constant desirable 
results. Many more examples might be 
cited, but these two will suffice to call 
attention to the care and thoroughness 
that was attempted in gathering and in 
trying to disseminate information. 3. 
The third phase of the work carried on 
by cooperative groups is based upon the 
premise that the results obtained in a 
fully equipped scientific laboratory, work- 
ing on extremely accurate models and 
forms, using delicate precision instru- 
ments and with all conditions ciosel\ 
controlled, probably could not be con 
stantly duplicated in the average dental 
offices. It is axiomatic that all sound 
dental technics must be based on appli- 
cable scientific facts and principles, but 
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these scientific facts and principles must 
have been applied. So, the third phase 
of the cooperative effort was the devising 
and checking of technics and procedures 
that could be used to obtain constant 
desirable results in the dental office. An 
attempt was made to harmonize and 
adjust the data obtained at the Bureau 
and the data obtained from the experi- 
mentation by cooperators into a workable 
technic or technics. 

One illustration of the results attained 
by the use of this plan of attack will 
suffice. At the Memphis meeting of the 
American Dental Association, in 1931, a 
group of dentists from widely scattered 
locations in the country demonstrated 
that desirable casting could be produced 
by the use of a variety of materials and 
Casting to dimension” could 


technics. “ 
be accomplished by any one of these tech- 
nics. Every one of these technics was 
suitable for office use, and most of them 
could be adopted in the average dental 
ofice without any financial outlay for 
additional equipment. 

In passing, it is interesting to recall 
the confusion that surrounded the casting 
process a comparatively few years ago. 
The market was flooded with waxes, 
casting investments, various appliances 
and gadgets. The society programs and 
clinics were full of “this” or “whose” 
method of casting. Some of the materials 
and equipment then advocated have sur- 
vived, but most of those which have sur- 
vived have been improved. Some new 
equipment has appeared. Only two new 
types of investment material have been 
placed on the market. There is a growing 
consciousness on the part of the profes- 
sion that materials and methods for mak- 
ing desirable castings are now available. 
Improvements in apparatus and materials 
will occur and, in order to take advan- 
tage of these improvements, changes in 
technics will follow, naturally. This 
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will be real progress, which is desired and 
being sought by all concerned. 

As a natural result, in the operation of 
this plan, much information has been dis- 
seminated to the producers and dentists 
directly contacted. For several very obvi- 
ous reasons, it would be impractical to 
attempt to draw the entire profession into 
“cooperator groups’ or even to attempt 
to canvass them with questionnaires. In 
the interest of effective work, the number 
of participants was therefore limited. 
Even with the imperative restrictions on 
numbers, somewhat over 300 dentists 
have been actively identified with these 
cooperative endeavors—approximately 1 
per cent of the American Dental Associa- 
tion’s membership. 

But the desire and, in fact, the obliga- 
tion to further disseminate the informa- 
tion derived by the Bureau activity in all 
its phases was continually recognized by 
the Research Commission. 

To accomplish this end, two plans are 
being used. In accord with the first plan, 
state and local society officers have been 
circularized and urged to use the men 
who have had the advantages of the 
cooperating group membership on society 
programs for papers, clinics and demon- 
strations. Also, it has been suggested that 
the cooperators would make nuclei and 
leaders for local study clubs. The origi- 
nal course of experiments and study forms 
a worth while program, but the study 
can be extended easily. Since these co- 
operative groups are broadly scattered 
over the country and therefore are of easy 
access, a large amount of educational 
work is being done. It is here urged that 
those who may now be responsible for 
society programs continue to draw on 
this source of talent. The National Bu- 
reau of Standards Committee and the 
Bureau staff will be pleased to assist soci- 
ety officers or study club chairmen with 
suggestions at any time. 
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The second plan embraces the publi- 
cation of the reports emanating from the 
Bureau in THE JourNAL. A complete 
bibliography of such publications can be 
obtained from the Association’s Library 
or the National Bureau of Standards. 
The profession is urged to read and study 
these and future reports. 


BUREAU REGULATIONS 


The National Bureau of Standards 
has certain regulations which apply to 
reports emanating from that institution. 
The reports on dental materials are sub- 
ject to these regulations. It is only by 
strict compliance with these regulations 
that the Bureau’s approval and support is 
obtained. The content of each report is 
carefully reviewed and checked by quali- 
fied committees both within and outside 
the Bureau. Every effort is made to re- 
lease only information that is unbiased 
and reliable and, therefore, can be sup- 
ported by the Bureau. 


PUBLICATION OF REPORTS 


It has been the custom of the Research 
Commission to omit all trade names and 
brands from the preliminary report on 
any given class of materials. There are 
several supportable reasons for such a 
procedure. A preliminary report is merely 
a report of progress. Further study may 
necessitate changes in emphasis in such 
a report. Manifestly, it would be unfair 
to connect with a product, data and state- 
ments when a complete study had not 
been made. Therefore, in preliminary 
reports, each brand of material is desig- 
nated by a letter or a number. The man- 
ufacturer of a given material is informed 
of the key letter or number used to iden- 
tify his product and his product only. 
The reason for such precaution is evi- 
dent. The Bureau Staff and Bureau 
Committee welcome conference with a 
manufacturer on the material or materi- 


als which he produces, if he so desires, 
and they stand ready to assist him with 
advice and suggestions consistent with 
the policy of fairness under which the 
Commission is attempting to “carry on.” 


LISTING OF MATERIALS 

Under certain rules and regulations, 
manufacturers are invited to certify that 
their products meet specifications. Reli- 
able data supporting their claims are 
required. It is customary for the Re- 
search Commission to publish lists of 
materials that have been certified by the 
manufacturer.’ It is evident that these 
are “white lists.” “—The Commission feels 
that in reality a “white list” is the only 
classification that is of constructive value 
to the practitioner. “Black lists” might 
satisfy a certain type of curiosity, but 
when a “white list” is available, the 
“black list” is of no practical value. 
Furthermore, with a little thought on 
the many factors and interests, both pro- 
fessional and commercial, entering into 
this movement for better materials and 
the possible passive or probably antago- 
nistic attitudes that might be developed 
by the use of a “crack down” method in 
dealing with the relations, problems and 
publications, it is quickly seen that not 
only would nothing be gained but also, in 
reality, the cause would be impeded. 

As mentioned previously, a plan was 
put into operation last November to check 
the materials which have been certified. 
The materials to be used in this checking 
will be procured on the open market 
through regular channels of the retail 
trade. As a result of future certification 
and this checking, the lists of certified 
materials will be revised from time to 
time. It is the intent of the Commission 
to publish revised lists in THE JOURNAL 
at sufficiently frequent intervals to make 
the lists valuable to the dentists as “a 
buyer’s guide.” It is urged that the pro- 
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fession watch for these lists and keep 
them for reference. By their use in buy- 
ing materials, the profession will reap 
some of the benefits arising out of the 
Bureau affiliation. 


COOPERATION OF MANUFACTURERS 


As has been previously stated, the Re- 
search Commission has recognized, from 
the beginning of this movement for better 
materials, that the manufacturers and 
dental trade have a place in the picture. 
The Research Commission frankly asked 
the producers of dental materials to give 
consideration to this movement in all its 
phases and to cooperate actively. It is a 
pleasure and a satisfaction to state that 
the attitude of the manufacturers and 
dental trade has been considerate, helpful 
and cooperative. Several manufacturers 
have employed competent and scientific- 
ally trained men to supervise factory pro- 
duction, some have provided and equipped 
research and testing laboratories in their 
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plants and others have extensively used 
recognized testing laboratories and con- 
sulting services outside their plants, in 
sincere efforts to meet the requirements 
of better materials. As a result, the den- 
tal profession has the opportunity to 
select and to buy with assurance today 
more dependable dental materials of cer- 
tain types than at any time during the 
existence of the profession. It seems in- 
evitable that a certain amount of resist- 
ance and unpleasant incidents occur in 
initiating any new movement. A few 
unpleasant incidents have occurred in 
establishing this movement for better 
dental materials. But most of these inci- 
dents have been brought to an amicable 
settlement. In no case has the ultimate 
goal been altered and the total result has 
been progress. 

The Research Commission bespeaks the 
continued interest and cooperation of all 
concerned in the progress toward the 
attainment of the desired goal. 


DENTAL RESEARCH AT THE NATIONAL BUREAU 
OF STANDARDS* 


G. V. BLACK’S WORK CARRIED ON 

HIS activity of the Research Com- 
of the American Dental 

Association at the National Bureau 
of Standards is in reality a carrying on 
of the type of investigation of dental ma- 
terials which G. V. Black did. Prior to 
Dr. Black’s time, there were some studies 
of the physical properties of dental ma- 
terials, but they were usually without 
system and so often contained gross 
errors. Many years after Dr. Black’s 
death, the dental profession made little 


*Report by the Executive Board of the Re- 
search Commission. (Notes compiled by R. H. 
Volland and Bureau staff.) 


Jour. A.D.A., A pril, 1935 


progress along this line of work and, with 
possibly one or two exceptions, the dental 
schools were devoid of any well-organized 
instruction on the physical properties of 
dental materials. When Dr. Black died, 
no other man of his caliber arose to carry 
on his work. 


NATIONAL BUREAU OF STANDARDS’ 
INTEREST IN WORK 


This was largely the situation up to 
and including the World War period. It 
is true that some manufacturing firms 
had done some investigative work, but 
by and large this was not published or 
made accessible to the dental profession. 
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For a number of years, the War Depart- 
ment experienced difficulty in purchasing 
dental materials of merit. Since thorough 
knowledge of the physical properties of 
dental materials was not available, the 
purchasing officer could not specify what 
was wanted. Trade names, personal tes- 
timonials of prominent men in the pro- 
fession, advertising and cut and try 
methods where the patient was the lab- 
oratory were about the only means avail- 
able by which materials could be judged 
or used. Thus, the purchasing officer was 
practically forced to accept the product 
of the lowest bidder. Because of this 
situation, the War Department in 1919 
requested that the National Bureau of 
Standards undertake a study of amal- 
gams and, if feasible, formulate a tenta- 
tive standard or specification for them 
whereby they could intelligently purchase 
amalgams of known merit and perform- 
ance. The director of the National 
Bureau of Standards referred the request 
to Wilmer Souder, chief of the Section 
on Thermal Expansion. Under his guid- 
ance, the work has developed from this 
governmental investigation of amalgam 
to one where the organized dental pro- 
fession through the American Dental 
Association is cooperating with the Fed- 
eral Government in a study of the phys- 
ical and chemical properties of dental 
materials and in the formulation of 
standards for them. 


WEINSTEIN FELLOWSHIP 


After the initial amalgam work of 
Souder and Peters was published in 1920, 
the late Louis J. Weinstein realized the 
importance of such studies. At that time, 
it seemed that he was the only man who 
had foresight enough to see the future 
possibilities of an intensive research of 
this type. He established a research fel- 
lowship at the National Bureau of Stand- 
ards, which functioned from 1922 to 


1928. A report of the work accomplished 
during this period is given in the Bureau 
of Standards Research Paper No. 32, 
which unfortunately is now out of print. 


AMERICAN DENTAL ASSOCIATION 
FELLOWSHIP 


The Research Commission of the 
American Dental Association assumed 
this fellowship in 1928 and has continued 
it to date. By authority of Congress, 
outside organizations and_ individuals 
may come into the Bureau and do co- 
operative research on problems which are 
of importance to the Federal Govern- 
ment. The research fellowship plan has 
the following essential points: —The Bu- 
reau furnishes the laboratory space, the 
use of its scientific instruments and the 
consulting advice of its staff. It also 
directs the work and publishes the results. 
The cooperator buys the materials to be 
tested and any special equipment that 
may be required, and pays the salaries of 
the research associates. The reports on 
dental materials are published periodi- 
cally in THE JOURNAL. 


FINANCE 


The Federal Government appropriated 
$5,000 yearly toward this work from 
1928 to 1930 and $10,000 in 1931. Be- 
cause of the drastic economy program, 
this amount was reduced to $5,000 in 
1932-1933. For the fiscal year 1934- 
1935, $4,200 has been appropriated by 
the Government. The Research Com- 
mission allotted $8,800 last year. This 
was increased by $1,200 (effective Nov. 
1, 1934) and an additional research as- 
sociate employed. 

PERSONNEL 

The present personnel engaged in den- 
tal research consists of: (1) for the Gov- 
ernment, Wilmer Souder, Ph.D., physi- 
cist, and Irl C. Schoonover, Ph.D., 
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chemist; (2) for the American Dental 
Association, George C. Paffenbarger, 
D.D.S., W. T. Sweeney, A.B., physicist, 
and John R. Beall, B.S., mechanical 
engineer. In addition to the specific per- 
sonnel, the entire Bureau staff of several 
hundred scientists are available in a con- 
sulting capacity. 


NEED FOR STANDARDS AND KNOWLEDGE 


For a comparatively long time, the 
engineer has had extensive knowledge of 
the physical properties of the materials 
which he uses and has also had a great 
number of specifications or standards by 
which he could judge and purchase ma- 
terials having known properties. This 
work at the Bureau is planned and con- 
ducted along such lines, the main objects 
being to study technics and materials. To 
date, eight tentative standards have been 
formulated and are now operating; 
namely, those for amalgam, inlay casting 
investments, impression compounds, inlay 
wax, inlay golds, mercury, wrought wire 
and cementing medium. 

These standards are developed by the 
following procedure: First, trade brands 
of the materials to be studied are bought 
in the open market. Representative prac- 
titioners are requested to name what they 
consider to be the best and the unsatisfac- 
tory brands. The physical and chemical 
properties which are considered of im- 
portance in relation to their dental uses 
are then determined. The data from 
such a survey, together with a logical 
appraisal of the needs, are used to formu- 
late a tentative specification. This tenta- 
tive standard is then submitted to dental 
schools, Government departments, and 
manufacturers for their criticisms and 
suggestions. After this, they are pre- 


sented to the Research Commission for 
their consideration and approval, and by 
the Commission to the House of Dele- 
gates of the American Dental Association 
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for their consideration. If adopted, they 
become the official specifications of the 
Association. These specifications are sub- 
ject to revision as new or improved ma- 
terials are developed and new data be- 
come available. 


CERTIFICATION PLAN 


Following the adoption of the specifi- 
cations, the Research Commission invites 
manufacturers of the materials concerned 
to certify formally that their products 
will conform to the specified require- 
ments. Lists of these certified products 
have been published from time to time in 
THE JourRNAL, the most recent list ap- 
pearing in November.” 

This list of certified products will be 
checked by the A.D.A. Research Asso- 
ciates stationed at the National Bureau 
of Standards. The A.D.A. will procure 
retail packages of the materials and test 
them for compliance with their guaran- 
The trade names of the materials 
investigated will be published. One re- 
search will devote his entire 
time to this checking of certified materi- 
This will permit the other two 
associates to investigate other materials 
and to revise the specifications in keeping 
with the latest developments. 


tees. 
associate 
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WORK IN PROGRESS 


In addition to the present check testing 
of materials on the list of certified prod- 
ucts, the silicate cements and materials 
used as denture bases, such as vulcanite 
and the various artificial resins, are being 
studied. Reports on them will be pre- 
sented as the work progresses. 

MANUFACTURERS’ COOPERATION 

In the vast majority of cases, the man- 

1. Messner, C. T.: Revised List of Dental 
Materials Certified to the Research Commis- 


sion of the American Dental Association, 
J.A.D.A., 21:2026 (Nov.) 1934. 
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ufacturers are cooperating whole-heart- 
edly with the Research Commission. A 
perusal of the advertising of dental ma- 
terials will show that many manufactur- 
ers are stating that their products comply 
with the American Dental Association’s 
specifications. Many manufacturers are 
also stating the physical properties of 
their materials on the package or in the 
accompanying literature. The Research 
Commission is very desirous that this 
movement be encouraged. Manufactur- 
ers will supply standard materials of 
known quality if the dentist demands 
them. The effectiveness of this program 
of the Research Commission regarding 
the problem of standards of quality is 
therefore in large measure in the dentist’s 
own hands. The Commission realizes, of 
course, that some manufacturers have ad- 
vertised that their products complied 
with the Association’s specifications when 
in fact they did not. They have attempted 
to stop such practices by publishing the 
results of the testing of these products, 
by bringing action through the Federal 
Trade Commission and by dealing di- 
rectly with the manufacturer. Not all 
advertising of this type is intentionally 
fraudulent, much of it being the result 
of ignorance of the specifications and 


carelessness. —The Research Commission 
desires to cooperate with the manufac- 
turer in every possible way and will ren- 
der every assistance that it can to prevent 
or stop questionable advertising which 
involves the use of the Association’s 
specifications. 

There is a large amount of research 
work and routine testing being done by 
manufacturers as a direct result of this 
Association’s activity, for now it is neces- 
sary that the maker be familiar with the 
properties of his products in order to 
know whether they meet the standard 
set up by the profession. 


PUBLICATION OF REPORTS 


Fifty-three reports have emanated 
from this work. The Reports from item 
13 on were made since the American 
Dental Association assumed the fellow- 
ship. 


A. D. A. COMMITTEE 


The Executive Board of the Research 
Commission has appointed a special com- 
mittee of three of its members to direct 
the Association phases of this work. R. 
H. Volland, Harry Kelsey and C. T. 
Messner compose this committee at pres- 
ent. 


QUO VADIS DENTISTRY? 


By T. E. PURCELL, D.D.S., St. Louis, Mo. 


OMPETENT authorities estimate 
@ that half our high school gradu- 

ates and one third of our college 
graduates are vocationally misplaced. By 
this is meant that, after graduation, our 
students in overwhelming numbers go 
into vocations requiring abilities different 
from the particular ones they possess. In 


many cases, of course, time and experi- 
ence bring about more or less satisfactory 
adjustment. In other cases, the dissatis- 
faction and maladjustment is lifelong. 
Approximately 337,000 students will 
enter American colleges this year. Of 
these, according to figures based on past 
experience, five out of seven, or 241,000, 
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will never graduate; 75,000 will not get 
through the sophomore year ; one ninth of 
all who enter will fail in their freshman 
year, and about 96,000 will ultimately 
secure their diplomas. 

The great majority of those who fail 
or give up do so because they are not 
suited by the trend of their abilities for 
the work which they undertake in college. 
Many of them have abilities of no mean 
order, and some have even exceptional 
abilities in certain directions. Parents 
must remember that collegiate standards 
of scholarship are now such that success 
in any recognized institution requires to 
a certain degree a natural aptitude for 
the subjects in the curriculum. There- 
fore, the discovery of a vocational trend 
may be of particular value to the pro- 
spective college student. It will help him 
to decide on the kind of course from 
which he will derive the most benefit, and 
the type of institution which he should 
attend. 

One of the most serious problems that 
confront the dental profession is the 
alarming decrease of students matriculat- 
ing in dental schools. Dr. Lasby, the 
president of the American Association of 
Dental Schools, in his address before that 
body last March, brought out the fact 
that the number of matriculants in den- 
tal schools of the United States has de- 
creased from 13,099 in 1922, to 7,160 in 
1932. This is the smallest number in at- 
tendance at any time over a period of 
twenty years. 

During the same time, there has been 
a decided increase in the number of stu- 
dents registering in other institutions of 
collegiate grade. In medicine, there has 
been an increase of 54 per cent; law, 97 
per cent; theology, 81 per cent; phar- 
macy, 117 per cent, and engineering, 42 
per cent. 

Bissell B. Palmer, in his presidential 
address before the American College of 
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Dentists at St. Paul, Aug, 5, 1934, stated: 

For more than a decade the matricula- 
tion in dental schools has been decreasing 
annually. In this trend a serious develop- 
ment in relation to the future of the pro- 
fession must be recognized. 

That the later phases of this condition 
are not due solely to present economic con- 
ditions is indicated by the fact that the 
matriculation in medicine and other pro- 
fessions is still in a pronounced upward 
trend. 

In any consideration of causes of this de- 
velopment attention must be focused on the 
minor differences existing in entrance and 
curriculum requirements at the schools for 
the medical and dental degrees. 

Sufficiently high standards of dental edu- 
cation are, of course, essential; but if our 
requirements are made so high that ma- 
triculants can obtain a medical degree with 
but little or no additional expenditure ot 
money, time and effort, they may find the 
privilege of practicing the whole of medi- 
cine—with its choice of many specialties— 
instead of the restricted field of dentistry, 
so attractive, that in a comparatively short 
period of time the public may be faced with 
a shortage of dental practitioners. Serious 
and intensive study of this problem, in the 
public interest, would seem to transcend in 
importance any other question now before 
dental educators. 

THE RELATION OF DENTISTRY TO MEDICINE 

The College by resolution has already 
expressed its view that dentistry is au- 
tonomous, but should be made a full health 
service equivalent of a specialty of medical 
practice. It views the relationship of den- 
tistry to medicine as one of the closest pos- 
sible intimacy; and in this relationship we 
urge integration without subordination, 
and cooperation without humiliation. 

Dentistry and medicine are both health- 
service professions that diagnose, prescribe 
for, and treat human ailments. One pro- 
fession has a wider field than the other, 
but both are motivated by the same spirit 
of rendering health-service. European ex- 
perience indicates that whenever dentistry 
loses its autonomy to medicine, its progress 
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is impaired and its development hindered. 
We believe it is to the public interest that 
dentistry should develop as a separately 
organized profession. 


Surveys national in scope of the health 
of children in our schools disclose the 
fact that 95 per cent, or 25,000,000 chil- 
dren between the ages of 6 and 15, have 
carious teeth. No comprehensive survey 
of adult needs has been made, but it is 
fair to presume that it would not differ 
from that of the children. Translated 
into figures, this would indicate that 
every dentist in the United States should 
take care of 400 children in addition to 
his adult patients. 

Eliminate those who limit their prac- 
tice, such as the specialists in orthodon- 
tia, exodontia, prosthodontia and oral 
surgery; those who do not like children’s 
work and who do only emergency work; 
those who have not had special training 
in children’s work, and those who have 
educated the parents to believe that be- 
cause children’s teeth are only temporary, 
they are not important and should be 
looked after only to the extent of reliev- 
ing suffering, and the figures per dentist 
increase. 

The deciduous teeth should remain in 
the mouth one fifth of the life of the in- 
dividual, and that is the most important 
period, when the child’s growth, develop- 
ment and future health depend so much 
on the ability to eat properly. When, be- 
cause of the presence of decayed and in- 
fected teeth, habits of not masticating 
food are formed, absorbing pus from ab- 
scessed teeth may result in ill health and 
all the ills that follow this criminal neg- 
lect. A child is entitled to a sound body, 
and the best insurance of this is a healthy 
mouth with healthy teeth, to prepare the 
food for assimilation. 

How long will the Government allow 
this neglect of the future citizen? Every 
citizen whose health is impaired, who be- 


comes an invalid or who might become 
a public charge is a burden. The Gov- 
ernment may begin to examine the source 
of the trouble, and if the profession can- 
not take care of such problems, the Gov- 
ernment will. Our profession has for 
generations been sowing tlie wind and it 
is now reaping the whirlwind. Can we 
say with honesty that we are not respon- 
sible for the conditon that exists? We 
have educated the public in the belief that 
because children would soon lose their de- 
ciduous teeth, it was not worth while to 
bother with these teeth. Therefore, the 
public, taking us at our word, felt that 
it was of so little consequence that no 
money was appropriated in the family 
budget for dental care other than ortho- 
dontia. The cry of the profession now is 
that people will not pay for having chil- 
dren’s teeth cared for. This is true in 
many cases; but do they hesitate to pay 
the orthodontist? Would so much ortho- 
dontia be necessary if the child had 
proper dental care? Would so much 
medical care be necessary if the child had 
proper dental care? Let us be honest. 
The fact that 25,000,000 children be- 
tween the ages of 6 and 15 need dental 
care is an indictment of our profession, 
and the honest thing to do is to plead 
guilty, to throw ourselves on the mercy 
of the court (the American public) and 
begin to reeducate the people. 

The fallacy of blaming an_ over- 
crowded profession for conditions scarcely 
needs refutation. Increasing the pre- 
liminary requirements in dental schools 
will result only in turning away from 
our profession numbers of fine persons 
who would help solve our problems. 
What we need is not fewer dentists, but 
better dentists. What the public needs 
is more intelligent instruction as to 
the importance of dental care for both 
children and adults, and then better den- 
tistry. 
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QUO VADIS DENTISTRY?—THE ANSWER 


By T. E. PURCELL, D.D.S., St. Louis, Mo. 


N his report to the board of overseers 
of Harvard University, President 
Conant offers some interesting and 

original observations. 

Students, in Dr. Conant’s opinion, al- 
most all fall into two groups: those who 
have linguistic and literary ability, and 
those who have more capacity for mathe- 
matics and science. Hence, they should 
be sorted out with more skill and so fail- 
ures be avoided. In the field of research, 
he hopes “‘to discourage trivial investiga- 
tion and encourage the significant—to 
foster in particular that scholarly work 
that promises to open new areas for ex- 
ploration or bring to light new relation- 
ships hitherto but dimly appreciated.’’ 
“Applied scientists,” President Conant 
says, “‘need special attention from the 
spiritual side with the ‘deserts’ that over- 
development of technology might pro- 
duce. The applied scientist, essential for 
a smooth the complex 
mechanism, might be the only man with 
a true education. Their position would 
be similar to the monks in the Dark Ages, 
as transmitters of a spiritual civilization.” 

In reading Dr. Conant’s statement, 
one would almost believe that he had in 
mind our profession, when he states: 
“Students should be sorted out with more 
skill, and so failures be avoided.” 

Unfortunately failures do not all oc- 
cur where they should, early in the dental 
course. Frequently, students “‘get by” and 
go out into practice and the failure oc- 
curs. The higher the predental require- 
ments, the greater the number of students 
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who will ‘“‘get by” because of their edu- 
cational background, and the more 
numerous the “synthetic” dentists. 

Again, Dr. Conant suggests that, in 
the field of research, we must endeavor to 
discourage trivial investigation and en- 
courage the significant. There is no field 
wherein research has greater opportunity 
or that means more in health service than 
dentistry. But we must remember that 
students who succeed in research are 
born, not made. 

As to the cause of dental caries, we 
have proponents of the following theories: 
acid fermentation; dietary deficiencies; 
the physical nature of diet in distinction 
from its chemical composition; vitamin 
deficiency; endocrine disturbance; the 
theory of specific infection, and hered- 
ity. 

Like the blind men of Hindustan, who 
tried to describe the elephant, all were 
right and all were wrong. All glory to 
those persons who have gone far afield 
in their enthusiasm, for out of their work 
will come the solution of this very serious 
problem. When it comes, it will be from 
the biologic, chemical or physiologic lab- 
oratory, from whence came the great dis- 
coveries of the medical world. The den- 
tal schools are in need of endowments 
that will permit the equipping of such 
laboratories and the placing in charge of 
competent students, devoting 
their entire time to dental problems. 
When we secure as students only those 
suited by the “trend of their ability,” we 
can raise the educational standards of 


research 
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our profession, and make our entrance 
requirements as high as we wish, because 
we will be dealing with applicants who 
wish to become dentists and who have 
some natural ability. We will have done 
with “the trial and error method.” 

The importance of guidance of the 
young student into educational activities 
which will contribute effectively to his 
educational growth has been recognized 
for a long time. Practice in all our edu- 
cational institutions has not kept pace 
with educational theory. The ability to 
achieve in certain types of school work 
can be determined fairly accurately early 
in the student’s school life. When he is 
ready to enter high school, educational 
guidance should be able to direct his ac- 
tivities within certain limits. For ex- 
ample, if he has shown as the results of a 
reliable testing program and as a result 
of his school achievement that he has 
neither the necessary ability nor the in- 
terest or inclination to study foreign 
languages, he should be directed into 
types of school activities in which he is 
able to succeed. Parents may be the 
greatest obstacle to such procedure. For 
the sake of the future happiness and suc- 
cess of the young student, the schools 
must assume greater authority, based on 
scientific study in directing educational 
activities of individual students. That is 
a responsibility schools must share with 
parents. 

Educational guidance is most effective 
when it leads to directing the student 
later into the vocation wherein lies his 
greatest interest and for which he has the 
necessary ability. With scientific educa- 
tional guidance based on facts that can 
be determined with fair reliability, the 
abilities and educational limitations of 
students can be ascertained during their 
senior high school course, if not before. 
During the latter high school course, pro- 
visions should be niade for effective voca- 


tional guidance. This involves personal 
contacts with the student by trained 
teachers familiar with the ability required 
of a student in order to make a success in 
the various professional courses, as well 
as the trades, general cultural courses or 
business. For example, a certain dex- 
terity of the hands and fingers is neces- 
sary, among other abilities, to make a 
success in the dental profession. A student 
who is succeeding in the manual arts and 
has the ability to draw what he sees in 
his biology course in high school, to- 
gether with fair mental capacity, is more 
likely to succeed than a classical student 
who has no ability in the manual arts or 
in drawing. 

From the large percentage of students 
who fail during the first year of their 
college work, it should be evident to those 
who are in charge of our educational in- 
stitutions that greater attention must be 
given to educational and_ vocational 
guidance work. Much can be accom- 
plished in our elementary and secondary 
schools. 

Public opinion must be awakened so 
that parents may realize the importance 
of accepting the school’s advice, when 
such advice is based on a scientific study 
of the individual student. The higher 
institutions must also cooperate with the 
secondary schools if definite results are 
to be obtained. The number of failures 
of students who enter the professional 
courses and the number of misfits in the 
professions are not to the credit of those 
in charge of our professional schools. 
Such failures and misfits could be pre- 
vented to a great extent if a prerequisite 
for professional courses were set up. The 
fact that a student has sixty semester 
hours of college credit or even an A.B. 
degree is no assurance that he will suc- 
ceed in a profession that requires abil- 
ities which he does not have. Instead of 
requiring evidence of such aptitude, we 


i 


are still committed to the trial and error 
plan of admitting every student who 
meets the credit requirements to our pro- 
fessional courses. A predental or a pre- 
medical course should determine whether 
the student has the ability and the in- 
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clination to succeed in these professions. 
Does it? The reason it does not is that 
these professions are not requiring any 
evidence as yet that a student will suc- 
ceed. Hours of general college credit are 
certainly no evidence. 


PROCEEDINGS OF THE FOURTH GENERAL MEETING 
OF THE AMERICAN ASSOCIATION 
OF DENTAL EDITORS* 


ABSTRACT OF THE MINUTES 


ORE than forty editors of nonpro- 
prietary dental journals attended 
the fourth annual meeting of the 

American Association of Dental Editors, 
held at the Hotel Lowry, St. Paul, 
Minn., Aug. 4, 1934. The sessions were 
called to order by the president, William 
R. Davis, and the following instructive 
program was presented : 

Morning session: 1. J. R. Bruce, presi- 
dent of the Bruce Publishing Co., St. 
Paul: “Graphic Arts and Engravers’ 
Code and Publishing Costs.” 2. Anna 
Dickie Oleson, state director of the Na- 
tional Emergency Council of Minnesota: 
“Enforcement of the Codes.” 3. Herbert 
Lefkowitz, of the St. Paul Dispatch: 
“Editorial Writing.” 4. Harold S. 
Smith, of the Council on Dental Thera- 
peutics of the American Dental Associa- 
tion: “Dental Therapeutics and Dental 
Journalism.” 5. Frederick A. Keys, edi- 
tor of the Apollonian: “The Ideals of 
Dental Journalism.” 6. Albert L. Midg- 
ley, secretary of the American College of 
Dentists: “The Responsibility of the 
American Dental Association in Dental 
Literature.” 

Afternoon session: 1. A. C. Wherry, 

*St. Paul, Minn., Aug. 4, 1934, Otto W. 
Brandhorst, D.D.S., St. Louis, Mo., Secretary. 
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president of the American Dental Asso- 
ciation, address. 2. Minutes of third an- 
nual meeting, read and approved. 3. Re- 
port of treasurer showing credit balance 
of $196.24, accepted and filed. 4. Wil- 
liam R. Davis: presidential address. 5. 
Reports of Committees: (a) Dental lit- 
erature, including resolutions which were 
adopted. (4) Advertising. (c) Execu- 
tive. (d) Cooperation. (All accepted and 
filed.) Election of officers for 1934-1935. 

Evening session: Dinner, William R. 
Davis, toastmaster. Address by Kenneth 
Olson, of the department of Journalism, 
University of Minnesota: “A Newspa- 
per Man Looks at Dental Journalism.” 
Others who spoke during the evening 
were: C. N. Johnson, Bissell B. Palmer, 
William J. Gies, F. A. Delabarre, J. Ben 
Robinson and John E. Gurley. 


EXTRACTS 


President’s address: As a result of the 
study and recommendation of the Com- 
mission on Journalism of the American 
College of Dentists, the American Asso- 
ciation of Dental Editors was organized 
three years ago to further the cause of 
nonproprietary dental journalism. 

Without entering into a controversy 
concerning the two types of journalism, 
certain facts we believe are pertinent: 1. 


1al 
ied 
red 
in 
vell 
or 
ex- 
a | 
ent 
in 
to- 
ore 
ent 
heir 
ose | 
in- 
be 
nal 
om- 
lary 
sO 
ince 
hen 
udy 
the 
are 
ures 
nal 
ose 
ols. 
pre- 
isite 
The 
aster 
A.B. 
suc- 
abil- 
d of 
we 


634 The Journal of the American Dental Association 


As a profession develops, nonproprietary 
periodicals assume an increasing impor- 
tance. 2. The problems cf editing and 
publishing nonproprietary periodicals are 
very different from those associated with 
proprietary ones. 3. The main purposes 
for which they each exist are entirely dif- 
ferent. 4. The problems of editing and 
publishing nonproprietary dental jour- 
nals are not usually discussed at dental 
meetings. Granted the foregoing facts, 
there would seem to be a useful and desir- 
able place for our Association. There are 
about four score or more nonproprietary 
dental periodicals with peculiar mutual 
problems and responsibilities, which have 
been functioning independently of each 
other. An active organization of the edi- 
tors of such a group for discussion and 
cooperation certainly has_ possibilities. 
Most dental editors have had no previous 
experience and have only a limited time 
for editorial work. In many cases, the 
tenure of office is so short that a change 
takes place before much efficiency has 
been developed. Organizations can be 
encouraged to seek out for their editor 
one who has a reasonable amount of time 
and inclination for such service, and then 
keep him in the position for a satisfactory 
period of time. 

Perhaps the most vital of all our prob- 
lems is that of financial support. Most 
of our nonproprietary periodicals are 
sponsored by dental organizations with 
modest incomes and very limited amounts 
for their official organ. Advertising has 
been depended on to supply most of the 
lubricant to keep the wheels turning and 
that has dwindled alarmingly in recent 
years. Many of these publications have 
been forced to reduce space, curtail the 
amount used for illustrations and draw 
more heavily upon the parent organiza- 
tion to keep going. With this situation 
in mind, the administration this year set 
out to try to get under way two things 


that had already been recommended and 
which your president believed had the 
greatest possibilities of real service. One 
was the syndicating of excellent short ar- 
ticles, which would be offered simulta- 
neously to all our members, and the other 
to encourage the activity of our commit- 
tee on advertising, which would ulti- 
mately lead to a practical cooperative ad- 
vertising service. 

Dentistry should strengthen its profes 
sional and scientific attitudes toward all 
of its problems. The professional attitude 
is one of devotion to altruistic principles. 
The scientific attitude is one of devotion 
to truth. It may be difficult for us as edi- 
tors always to interpret correctly these 
attitudes and to present them clearly to 
our readers, but it is our duty and respon- 
sibility to do our very best toward that 
end. This association represents practi- 
cally the whole of organized dentistry. 
Through our periodicals, we probably) 
have an opportunity to wield a greater 
influence than has any other agency. 
Here is a challenge that should make us 
consider well what that influence shall 
be. Never was unselfish, constructive, in- 
telligent leadership more needed in every 
branch of our profession. Can we as edi- 
tors help to develop and uphold such 
leadership? If dentistry is to progress, 
its nonproprietary periodicals must as- 
sume an increasingly greater importance. 
This organization has before it alluring 
possibilities of usefulness. 

Reports of committees: Committee 
on Dental Literature, William J. Gies, 
chairman. Action by dental faculties 
(as urged in April Apollonian in en- 
dorsement of the same suggestion by the 
editor of the Contact Point last Febru- 
ary) has already ensued at the Univer- 
sity of Pittsburgh, May 10, and at Mar- 
quette University, June 4. The dental 
faculties of both these universities have 
unanimously agreed that hereafter none 
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of their members will contribute articles 
for publication in trade-house journals, 
and will refrain from participating in the 
programs of societies whose proceedings 
are published in such journals. Recently, 
ownership of the Texas Dental Journal 
was transferred by the A. B. Cary Com- 
pany to the Texas State Dental Society. 
The Pacific Dental Gazette, lately issued 
in combination with the Journal of the 
Southern California State Dental Asso- 
ciation, has been discontinued, leaving the 
field to the existing Journal of the South- 
ern California State Dental Association. 
The name “Pacific Dental Gazette” is 
now applied to a new periodical, which, in- 
stead of being a journal purporting to pub- 
lish dental literature, is, to quote its own- 
ers, “a trade journal, designed to carry... 
trade messages (of the owners) to (their) 
customers.” We commend the voluntary 
action of the A. P. Cary Company and 
the James W. Edwards Company in their 
notable cooperation with the dental pro- 
fession in their states. Only four of the 
remaining twenty-five proprietary dental 
journals are designated as official organs 
of publication of American dental so- 
cieties, namely, Dental Cosmos, by six 
societies; Dental Items of Interest, by 
one society ; International Journal of Or- 
thodontia and Dentistry for Children, by 
seven societies, and Southwestern Dental 
Mirror, by two societies. 

We have a very strong conviction that 
advertisements should not be interspersed 
with what purports to be professional lit- 
erature. In commercial magazines, the 
reader is forced to wade through adver- 
tisements to find what to him may be 
worth reading, but this should not be re- 
quired in journals devoted to the affairs 
of a profession. Advertisements in non- 
proprietary dental journals should be 
segregated as a group. Advertisements 
should not be permitted to require the 
maintenance of a custom that is an eye- 
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sore to all who regard dental journals as 
agencies primarily for the furtherance 
of professional ideals and the attainment 
of professional progress in the public 
service. 

The proportion of such pages (adver- 
tising) should be definitely limited by 
agreement, that the advertisement (tail) 
may not wag the literature (dog), and 
the distinction between proprietary and 
nonproprietary journals, as to non-com- 
mercialism, may be made clear and em- 
phatic. (Recommendation. ) 


RESOLUTIONS (ADOPTED AUG. 4, 1934) 


In harmony with the recommendations 
of the Committee on Dental Literature, 
be it 

Resolved: That the name of the Com- 
mittee on Dental Literature be changed 
to Committee on Current Dental Litera- 
ture. 

Resolved: That THE JOURNAL OF THE 
AMERICAN DENTAL ASSOCIATION be re- 
quested to publish the proceedings of this 
meeting in an early issue, and that this 
association offer to pay the expense of 
adding the required number of pages 
for this purpose. The editor shall have 
authority to obtain and distribute re- 
prints. 

Resolved: That the periodicals repre- 
sented in this association be requested to 
publish the report of the Committee on 
Advertising as presented at our meeting 
in 1932. 

Resolved: That the Committee on Ad- 
vertising be instructed to endeavor to ef- 
fect an early agreement, among the peri- 
odicals represented in this association, to 
segregate all advertisements at the end of 
the issues containing them. 

Resolved: That the Committee on Co- 
operation be instructed to collect and re- 
currently distribute to member periodi- 
cals “telling” excerpts, intended to de- 
velop both a higher sense of professional 
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ethics and an appreciation of better den- 
tal literature. 

Resolved: That a special committee be 
appointed to recommend a procedure to 
express annually this association’s appre- 
ciation of the nonproprietary periodicals 
that merit special approval. 

Resolved: That we convey to the 
American College of Dentists this asso- 
ciation’s commendation of the continued 
effort of the American College of Den- 
tists through its commission on jour- 
nalism to convert or merge all proprie- 
tary dental journals into nonproprietary 
periodicals. 

Resolved: That we convey to the den- 
tal faculties in the University of Pitts- 
burgh and Marquette University this as- 
sociation’s commendation for their nota- 
ble action in support of nonproprietary 
dental journalism; and that copies of the 
resolutions in this regard as adopted by 
these faculties, and a copy of this resolu- 
tion be sent to each dental faculty in 
Canada and the United States. 

Resolved: That we convey to the A. P. 
Cary Company and the James W. Ed- 
wards Company this association’s appre- 
ciation of their cooperation with the den- 
tal profession in their states for the pro- 
motion of nonproprietary dental jour- 
nalism, and that copies of this resolution 
be sent to the two companies named 
herein and also to the owners of all pro- 
prietary dental journals in the United 
States. 

Resolved: That we convey to the Jour- 
nal of Dental Research and the Journal 
of the American College of Dentists this 
association’s appreciation of the generos- 
ity of these journals in publishing the 
proceedings of our meetings in 1932 and 
1933, respectively. 

Resolved: That this association com- 
mends to the special consideration of the 
dental profession the journals that are 
conducted by the students in dental 


schools. These journals represent the in- 
sight, idealism, courage and professional 
purpose of a coming generation of dental 
editors, and likewise foster the cumula- 
tive development of experience and abil- 
ity in dental journalism, and also a lead- 
ership that will seek to serve the pub- 
lic cause of a profession rather than the 
private interests of a trade house. 

Resolved: That copies of this resolu- 
tion be sent to each dental-student peri- 
odical, and also to the deans of all dental 
schools in Canada and the United States, 
for presentation to each faculty and to 
each student-body. 

Resolved: ‘That any nonproprietary 
dental periodicals in the United States 
not now represented in the membership 
of this association be invited to become 
members. 


EXTRACTS ; REPORTS OF COMMITTEES 


Committee on Advertising (Bissell B. 
Palmer, Chairman): As its principle 
task, the Committee on Advertising has 
undertaken an investigation of the meth- 
ods used by the state medical journals to 
obtain advertisements through a coopera- 
tive arrangement. The committee be- 
lieves that it would be advantageous for 
the state dental journals to join in a co- 
operative advertising movement and that 
probably other nonproprietary dental 
journals would find it practicable to par- 
ticipate in the arrangement. 

Committee on Cooperation (U. G. 
Rickert, chairman) : This committee was 
asked by the president, William R. 
Davis, to syndicate articles of general 
new interest. Your willingness to co- 
operate and your encouraging letters give 
us evidence that we should experiment 
further in this direction. Our final rec- 
ommendations are: 

1. A frank general discussion as to how 
the syndication of articles may be made 
most effective. 
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2. The appointment of a committee to 
continue the study of the subject if the 
plan seems feasible. 

3. Provision of funds for its continua- 
tion. 

4. A more frequent exchange of im- 
portant editorials among our members, to 
be published under the name of the corre- 
sponding editor. 


OFFICERS AND COMMITTEES, 1934-1935 
Officers: President, John E. Gurley; 


vice-president, William J. Gies; secre- 
tary-treasurer, O. W. Brandhorst; edi- 
tor, Grace Rogers Spalding. 

Committees: 1. Advertising: C. W. 
Freeman, chairman, William R. Davis, 
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C. S. Foster. 2. Bylaws: O. W. Brand- 
horst, chairman, E. A. Thomas, Walter 
Hyde. 3. Cooperation: U. G. Rickert, 
chairman, Ingo Hackh, F. A. Keyes. 4. 
Current Dental Literature: Grace R. 
Spalding, chairman, C. N. Johnson, 
Theodor Rosebury. 5. Executive: E. A. 
Thomas, chairman, T. F. McBride, 
Walter Hyde. 6. Nominating: John T. 
O’Rourke, chairman, G. W. Duncan, L. 
E. Van Kirk. 
ANNOUNCEMENT 

The fifth general meeting of the Amer- 

ican Association of Dental Editors will 


be held in New Orleans, Saturday, Nov. 
2, 1935. 


AZOCHLORAMID IN ROOT CANAL ANTISEPSIS 


By H. J. ROSS, D.D.S., New York City 


HE problem of root canal steriliza- 
‘tae is one of the most important 

that have engaged the attention of 
the profession since its earliest days. It 
has been a source of discussion and con- 
tention between the best minds in den- 
tistry and one that must be solved with- 
out question before the practice of den- 
tistry can be said to be on a firm and 
solid foundation. Much depends on 
whether a pulpless tooth can be rendered 
sterile. 

It is needless to go into the question of 
the relation of the infected pulpless tooth 
to systemic disease. The literature of the 
past ten years is full of discussions relat- 
ing to this problem. Its effect is not open 
to question. Unfortunately, there are 
those who believe that no tooth can be 
rendered permanently sterile, and who 
point to the evils of systemic infection 
and therefore advise radical extraction. 
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On the other hand, there are thousands 
of cases of pulpless teeth that have re- 
mained in the mouth for years, rendering 
valuable service and without any harm 
to the patient. The desirability of re- 
taining the tooth, if it can be rendered 
sterile, is unquestioned by both sides, and 
it will be admitted by all that the sterile 
pulpless tooth, well filled, is no menace 
and may be retained with great benefit to 
the patient. The problem, therefore, be- 
comes limited to the ability of the dentist 
to sterilize the infected tooth and the ad- 
In reviewing 
the literature of recent years, it is evi- 
dent that the essential truth, that the 
tooth must first be sterile, has been mini- 
mized in favor of the necessity for hav- 
ing the root canal well filled, and the de- 
gree of filling of the canal has evoked 
much more discussion than the necessity 
for sterilizing the tooth. For instance, in 
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extended discussions of root canal filling, 
much is written of the relative merits of 
filling to the dentinocemental junction 
and of overfilling the canal. Again, the 
substance of which the root canal filling 
consists is considered of great importance, 
whether guttapercha, gold cones or lead 
wires, or a mixture of amalgam, of gold 
and tin, etc. Much emphasis is placed on 
the mechanical features of root canal 
technic, but relatively little on the actual 
sterilization of the infected dentin. It 
would seem at times that the accepted 
belief is that it is impossible to sterilize 
the dentin and, therefore, that the best 
that can be done is to bottle the bacteria 
up in the tooth to prevent their escape 
into the periapical tissues. The fallacy 
of this is apparent, when we study the 
structure of the root end and find that, 
in the vast majority of cases, there exist 
accessory foramina and that, therefore, 
mechanical treatment alone cannot be re- 
lied on to prevent infection of the per- 
iapical tissues. The failure to sterilize 
the dentin effectively is also one of the 
reasons for unsuccessful apicoectomy. 
Again, it is extremely difficult in instru- 
mentation to prevent the passage of débris 
through the apical foramen, and the fail- 
ure to sterilize the contents of the canal 
carefully as the canal is opened further 
will result in infection of the periapical 
tissue, with consequent irritation and 
sometimes extensive destruction. Many 
pulps may be necrotic in the pulp cham- 
ber and the first portion of the canal and, 
at the same time, be vital in the periapical 
region. All such teeth must be operated 
on without infecting, or producing a 
chemical irritation of, the periapical tis- 
sue, 

While it is understood that one of the 
important phases of root canal steriliza- 
tion consists of the mechanical and 
chemical removal of débris, and widen- 
ing and opening of the-canal, thus render- 


ing the tooth more accessible to the influ- 
ence of the antiseptic used to destroy the 
invading organisms, not enough attention 
has been paid to the actual sterilization of 
the tooth. The Editor of THe Journat' 
makes the following interesting note: 

In some instances, pulpless teeth show 
a tendency to irritability or sensitiveness 
in canals near the apex while being treated, 
especially if a broach is used for thorough 
cleaning of the canals. Under such circum- 
stances, it is always advisable to let the 
tooth rest before attempting to insert a 
root filling till the irritation has entirely 
subsided. To insure the canals against 
infection during the subsidence of the sore- 
ness, a paste may be made by mixing for- 
mocresol and oxide of zinc, incorporating 
it in some fibers of cotton, placing this 
without pressure in the canals and cover- 
ing the whole with oxyphosphate of zinc 
cement to fill the cavity. A filling of the 
kind may safely be left in as long as sev- 
eral months if necessary, at the end of 
which time all soreness will be gone and 
the canals will be found clean and sterile 
and may be filled in the usual way. It is 
seldom desirable to fill canals while there 
is irritation at the apex of the root. 

It might be asked if, in this respect, the 
tooth is clean and sterile, why the neces- 
sity for the root canal filling? All of this 
indicates that the sine gua non of success- 
ful root canal therapy is not the excel- 
lence of the root canal filling, but the 
sterility of the tooth, and the conservative 
treatment of pulpless teeth can be re- 
garded as safe only if this is accomplished. 

MODERN CONCEPT OF ROOT CANAL 
THERAPY 
Grossman? states the case succinctly: 


The dawn of a better root-canal therapy 
began with the introduction of an aseptic 


1. Practice in Paragraphs, J.A.D.A., 21:1686 
(Sept.) 1934. 

2. Grossman, L. I.: Treatment of Periapical 
Infection by Conservative Methods, J.A.D.A., 
21:1669 (Aug.) 1934. 
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technic, when the principles of asepsis 
rather than antisepsis were introduced into 
dental practice. This marked a distinct 
departure from the previous concept of 
root-canal management, with the attain- 
ment of better results. I believe that still 
better results can be expected just as soon 
as we come to apply bacteriologic methods 
with greater frequency to determine 
whether the periapical area is sterile before 
the canal is filled. 

Innumerable references can be made to 
reports of workers indicating that given 
a sterile tooth, the tooth may be retained 
with safety, and that there is a filling in 
of the apical foramina with osteoid or 
cementoid tissue. Grossman also quotes 
Hatton as follows: 

The nature of the changes that take 
place after the tooth is filled is similar 
to the healing of a broken bone. First, 
there is a period in which the necrotic and 
damaged tissues are removed or resorbed. 
Second, there occurs a regenerating phase 
in which new tissues are formed in the 
apical region and about the filling material. 
The dentins and cementum of the apex 
both inside and outside of the canal are 
covered by new layers of osteoid cementum 
which is quite dense and solid. Occasion- 
ally this layer even covers the filling ma- 
terial. 

Grossman’s conclusions are ‘‘(1) that 
at least in some instances the periapical 
area of a pulpless tooth can be rendered 
safe to the patient as determined by 
roentgenologic, bacteriologic and _histo- 
logic criteria; and (2) that once rendered 
sterile, the periapical area will probably 
remain so.” The latter statement is a 
most important one and is in accord with 
ny belief that the chance of hematogenic 
infection of a sterile pulpless tooth is re- 
mote. 


METHODS OF STERILIZATION 


From the foregoing discussion, we 
must come to the conclusion that the 
secret of successful root canal therapy is 
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in the sterilization of the tooth, accom- 
plished by (1) the mechanical and chem- 
ical preparation of the tooth and (2) the 
therapeutic treatment. To effect steril- 
ization of the tooth, we must resort to 
one of two methods: (1) the direct ap- 
plication of the antiseptic to the canal or 
(2) electrosterilization, using solutions 
of the halogen salts. The first is the one 
used most universally, as it is the simplest. 
The second, while undeniably very ef- 
fective, is, because of the necessity for 
apparatus and consequent adjustment of 
operating technic, limited in its use. 

The selection of a suitable medicament 
for root canal sterilization has been a 
difficult problem. Practically every drug 
with any antiseptic value has been used, 
with varying results. Of these may be 
mentioned the essential oils: thymol, 
eugenol, eucalyptol, also formaldehyde, 
creosote, formocresol, chlorphenol, cam- 
phorated phenol, cresol, the salts of 
metals, such as mercury bichloride and 
silver nitrate, various iodides and many 
others, and some of recent discovery, such 
as hexylresorcinol and sodium ricinoleate. 
One of the most popular of root canal 
antiseptics used in this country at the 
present time is formocresol, a mixture 
introduced by Gysi and widely popular- 
ized by Buckley. Of this, Prinz? wrote 
prior to 1928: 

The true criterion of an antiseptic must 
be based upon its bacteriologic efficiency as 
tested in clinical cases. The high standard 
of germicidal activity of formalin has been 
frequently established by rigorous experi- 
ments. Clinical data collected in the early 
days of the use of this mixture pointed 
to most favorable results. In du@ time, 
“clearing up” 
an infected root canal as far as ordinary 
diagnostic evidence is concerned as applied 


it was observed that while 


in the average dental office, i. e., absence 

3. Prinz, Hermann: Diseases of Soft Struc- 
tures of Teeth and Their Treatment, Phila- 
delphia: Lea & Febiger, 1928. 
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of foul odors, occurred much more rapidly 
from the use of this mixture than from 
any of the numerous other drugs usually 
advocated for the purpose, secondary man- 
ifestations about the periapical tissues were 
of frequent occurrence. These disturb- 
ances are an indication that the supposed 
sterility of the canal was not obtained at 
the time of its treatment with the cresol 
formalin mixture or that this compound 
produces a predisposition of the periapical 
tissues to future infection. To be sure, 
dental literature is replete with statements 
such as this (referring to the cresol for- 
malin mixture): “This dressing should 
remain for at least three days, by which 
time the remedy will have sterilized the 
entire tubular structure of the dentin, thus 
establishing asepsis.” As no bacteriologic 
proof is furnished to substantiate this 
statement, it is out of harmony with exist- 
ing facts. Asepsis of the surface of an in- 
fected root canal can be temporarily estab- 
lished by applying mechanical and chemical 
measures, but complete sterilization of the 
“entire tubular structure of dentin” in situ 
is impossible with the methods at present 
in vogue. 


The foregoing arraignment draws at- 
tention to the marked contrast between 
root canal therapy empirically carried 
out and the logical carefully checked 
method of applying bacteriologic princi- 
ples cited by Grossman. 

Prinz has laid down for the use of 
drugs criteria which are of great value: 

In regard to the application of powerful 
antiseptic drugs for the treatment of in- 
fected root canals, one should always be 
mindful of the following facts: 

(1) The agent must be able to develop 
the highest degree of antiseptic power with- 
out doing harm to the periapical tissues. 

(2) It must maintain its activity for at 
least 24 hours when sealed into the root 
canal. 

(3) It must not cause pain. 

(4) It must not discolor tooth structure. 

As suggested by Prinz, there are three 
important factors of , germicidal action 


which must be observed in all cases: ‘Ab- 

solute contact, time during which the 

contact is maintained, and sufficient con- 

centration of the employed antiseptic.” 
Coolidge* says: 


The principle of contact brings up the 
question of the penetration of germicides 
and the relative value of drugs in actually 
destroying organisms deeply sealed in 
multicanaliculated root canals containing 
gangrenous and putrescent organic mate- 
rial and it is possible that some dentinal 
tubules might harbor organisms as well. 
Organisms protected by decomposed or- 
ganic material must be reached by the 
germicide before they can be destroyed. 
The concentration of the drug and the 
time required to destroy the organisms 
must always be determined by laboratory 
tests to prove the efficiency of the treat- 
ment. In addition, it is equally important 
that the germicide be not highly irritating 
to the tissue. The success of the root canal 
treatment must be judged by the picture 
of the periapical tissue and bone as re- 
vealed by the roentgenogram. Drugs that 
severely irritate are destructive and cause 
bone and tissue changes to appear in the 
periapical area which are difficult to dif- 
ferentiate from similar areas caused by 
toxic products of micro-organisms or by 
the organisms themselves. Organisms 
growing at the surface of an exposed pulp 
must be destroyed without causing pain 
when the germicide is sealed on the ex- 
posed but still vital pulp. This is one of 
the most important steps in the treatment 
of root canals, since the same organisms 
may be found in carious dentin and at the 
surface of the exposed pulp as are found 
deeper in the root canal containing a ne- 
crotic pulp. Drugs which coagulate pro- 
tein have only a shallow penetration and 
are not qualified for the treatment of in- 
fected canals containing organic matter. 


An important consideration is the 
4. Coolidge, E. D.: Studies of Germicides 


for Treatment of Root Canals, J.A.D.A., 16: 
702 (April) 1929. 
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length of time during which the germi- 
cide is expected to remain active or un- 
exhausted. Some drugs, such as the 
chlorine preparations, heretofore de- 
scribed, have a short period of effective- 
ness and must be replaced at rather short 
intervals owing to their great solubility 
or chemical activity. This instability of 
chlorine compounds has been a great 
drawback to their use in the past. Still, 
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cause (1) they are self-limiting in their 
action and (2) they may produce serious 
injury to the periapical tissues. None of 
the chlorine yielding compounds act in 
such a manner. Further, the chlorine 
penetrates the canals and_ inaccessible 
spaces and neutralizes both toxic products 
and the gases of putrefaction.® 
Prinz says: 


Of all known antiseptics, chlorine fresh- 
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Differential consumption of chlorine from chlorine antiseptics by human pleural exudate (10 
per cent mixed with equal volume of chlorinating solution). 


the preference of chlorine in its nascent 
state is expressed by Prinz and _ by 
Aiguier,> who recommend either electro- 
sterilization or topical application. Drugs 
that coagulate albumin are unsuitable be- 


5. Aiguier, J. E.: Use of Drugs in Den- 
tistry: Administration, Application and Lim- 
Itations, J.A.D.A, 17:1433 (Aug.) 1930. 


ly prepared and in the presence of moisture 
and in a suitable concentration, especially 
in an oily solution, is harmless to the 
periapical tissues and it maintains its ac- 
tivity for about twenty-four hours when 
sealed in a root canal. The oily chlorine 
solutions will not cause pain and they do 
not discolor but rather bleach tooth struc- 


6. Footnote 3, p. 186. 
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ture. At the moment chlorine is considered 
“King” among the cliemical disinfectants. 
When freshly prepared in the presence of 
moisture and a suitable temperature, it is 
the most active disinfectant known. 


The attempt to use chlorine solutions 
in root canal treatment has been beset 
with difficulties owing to the instability 
of the solutions; for, in root canal anti- 
septics, viewpoints somewhat different 
from those prevalent when antiseptic ac- 
tion in other infections is considered are 
of importance. Surgical solution of 
chlorinated soda (Dakin’s) with its com- 
plicated and time consuming technic, as 
well as the solution employed itself, is 
practically useless for the treatment of 
infected root canals. Because only very 
small amounts of the antiseptic can be 
used at a time, the limitation placed on 
root canal antiseptics of this type allows 
us to consider only those which, in addi- 
tion to some of the stipulations as quoted 
above (1) have a lasting effect; (2) are 
not appreciably interfered with by the 
presence of organic matter; (3) have no 
marked specific action and are thus ap- 
plicable to mixed infections; (4) have 
extreme penetrating effect, and (5) are 
not dangerous from the point of view of 
resorption. 

The chloramines, such as monochlora- 
mine-T and dichloramine-T, have been 
the subject of many investigations and 
have been clinically used for some time. 
Objections which can be raised against 
them are the fact that their action is ap- 
preciably interfered with by the presence 
of organic matter, such as the serious dis- 
charge and the pus which can be encoun- 
tered in putrescent root canals; that their 
action, while considerably more prolonged 
than that of surgical solution of chlorin- 
ated soda is still not lasting enough, and, 
finally, in some cases, they are too irritat- 
ing and act too much as lymphagogues. 
Dichloramine-T is unstable, and if the 


operator is not watchful, it will deteri- 
orate, becoming irritating, so that the 
condition may be more aggravated than 
relieved. This has caused the gradual 
discontinuance of its use. Recently, a 
solution of monochlorphenol in camphor 
has received considerable attention. It is 
asserted’ that, in 50 per cent solution, 
this medicament will slowly liberate 
nascent chlorine in the presence of active 
phenol, the camphor modifying the 
phenol; also that the drug is active for 
from twenty-four to forty-eight hours. 
This statement regarding liberation of 
chlorine is contrary to fact. 


AZOCHLORAMID 


Seeking a chlorine antiseptic suitable 
for root canal therapy, I learned in the 
latter part of 1932 of azochloramid, an 
entirely new organic chlorine, which was 
first described by Schmelkes and Marks,’ 
Schmelkes and Guiteras,? Schmelkes and 
Horning, and Schmelkes e¢ al.® It ap- 
peared at once that the objections which 
had been raised against the chloramine 
compounds known heretofore had been 
successfully overcome. 

Azochloramid is said by these authors 
to be distinguished from other chlorine 
compounds by considerably increased sta- 
bility as far as both the aging of solutions 
and their action in contact with organic 
matter is concerned, owing to a materially 
lower degree of dissociation, causing the 
release of very much smaller amounts of 
free chlorine than in other chlorine com 
pounds. Other consequences of this basic 
property are: absence of chlorine odor 
and taste and considerable reduction in 
the minimum effective concentration. 


7. Schmelkes, F. C., and Marks, H. C.: J. 
Am. Chem. Soc., 56:1610 (July) 1934. 

8. Schmelkes, F. C., and Guiteras, A. F.: J. 
Biol. Chem., 107:235 (Oct.) 1934. 

9. Schmelkes, F. C., et al.: J. Bacteriology, 
27 :36, 1934. 
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Particularly in the presence of organic 
matter, together with the low degree of 
interaction, this lowering of the minimum 
effective concentration permits the use of 
medications which, at least as far as chlo- 
rine compounds go, are of a heretofore 
unattained low degree of irritation. 
Moreover, like other chlorine compounds, 
but unlike all other antiseptics, azochlo- 
ramid is not markedly group specific, de- 
stroying most types of micro-organisms 
with equal facility and thus especially 
adapted to mixed infections. The low 
degree of interaction of azochloramid 
with organic matter, as compared to other 
chlorine compounds, is strikingly shown 
in the accompanying diagram, where the 
decline of the concentration of available 
oxidizing bactericidal chlorine during a 
twenty-four hour period in the presence 
of pleural exudate in solutions of free 
chlorine compounds of initially equal 
chlorine concentration is depicted. It is 
shown that even after twenty-four hours 
in the incubator, most of the azochlora- 
mid originally added is still active. The 
activity of the surgical solution of chlo- 
rinated soda has dropped to 10 per cent 
after four hours and that of the chlora- 
mine-T to 50 per cent after four hours. 
It is this property in particular which is 
of such value in a root canal antiseptic. 
It assures the lasting effect of a dressing 
placed in the canal and not removed until 
after several days. Heretofore, com- 
pounds relying on oxidizing chlorine for 
their sterilizing ability had to be replaced 
and dressings changed more frequently ; 
otherwise, their effect diminished very 
rapidly, and any infections not eradicated 
in their first period of activity had an 
opportunity to grow back. This is obvi- 
ated when azochloramid is used. 


DIAGRAM 


A quick test for the presence of other- 
wise invisible quantities of azochloramid 
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is the acidulated starch-iodide test. In 
this test, the material to be investigated 
is brought in contact with a small quan- 
tity of potassium iodide solution acidu- 
lated with acetic acid or hydrochloric acid 
containing a small quantity of starch so- 
lution. The presence of azochloramid 
(and most other oxidizing compounds, 
such as iodine) causes this solution to 
assume a blue to black hue owing to the 
formation of free iodine, which forms the 
characteristic complex with starch. This 
test was used as an indicator to trace the 
degree of penetration of azochloramid 
through pulpless teeth. Teeth freshly re- 
moved in pyorrhea cases (in order to 
avoid undue strain on the tooth structure 
during extraction) were opened in the 
crown, and the pulp was removed, the 
canal cleared and the tooth set in a small 
block of cement. The root canal was then 
filled with an azochloramid dressing, just 
as if the tooth were still under treatment 
in a patient’s mouth. Subsequently, after 
a day or two, test borings were made 
through the cementum and small droplets 
of acidulated potassium iodide-starch so- 
lution placed in contact with the dentin 
at the dentinocemental junction. The ap- 
pearance of the dark color in most in- 
stances showed that during a twenty-four 
hour period, at least in the tooth under 
the conditions described, penetration of 
the dentin was accomplished. 

This opens a vista in the treatment of 
infected teeth which heretofore has been 
closed to the dental profession. Experi- 
ments to determine whether this penetra- 
tion is obtained with equal facility in teeth 
which are still intact in a living person 
are now being carried out elsewhere 
and, I understand, will be reported later. 
The facilities available in a well-equipped 
dental office do not permit me a more de- 
tailed inquiry into this problem. 

The efficiency of azochloramid as a 
root canal antiseptic was then tested in 
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sixty-three consecutive cases of root canal 
infection which occurred in my practice 
between November, 1932, and Sept. 1, 
1934. 


METHOD OF USE 


In carrying out an investigation into 
the merits of azochloramid as a root canal 
antiseptic, a series of experiments were in- 
stituted which at once indicated the ef- 
fectiveness of this new compound, the 
results being extremely gratifying. 

Owing to the fact that azochloramid 
was placed at my disposal in various 
medications, some of which have been 
discontinued after these experiments, I 
will confine myself to describing the 
method which I have used in the last 
twenty-two cases out of a total of sixty- 
three. In these cases, azochloramid in 
triacetin in a concentration of 1:100 was 
used, applied by saturating an azochlora- 
mid paper point in the azochloramid solu- 
tion and sealing it in the canal. The 
method used in all these cases followed 
in general that established by Prinz and 
the syilabus of the University of Pennsyl- 
vania. All treatment was done under the 
rubber dam and every precaution taken 
to insure asepsis. All instruments were 
sterilized in the Flaherty molten metal 
sterilizer before touching the tooth. All 
cotton was sterilized as well. The teeth 
were sealed with double guttapercha seals 
to insure freedom from seepage. Only 
mechanical means, by the use of files and 
reamers, were used for opening and en- 
larging the canals to avoid masking the 
effectiveness of the azochloramid by the 
use of strong chemical reagents. 

While the number of sittings for the 
individual case was determined by its 
own necessity, the progress of the treat- 
ment was gradual and cultures were 
taken at each sitting to determine the 
state of the case. The culture medium 
used was Rosenau’s brain-heart infusion 


and the method of culturing was by 
means of sterile absorbent points, which 
were placed in the canal for a period 
ranging from ten seconds in the first 
twenty cases to a minute or longer in the 
later cases of the series, and then dropped 
into a tube of the culture medium and 
incubated. The variation in the length of 
time that the sterile point was left in the 
canal affected the number of positive cul- 
tures obtained, a slight increase being 
noted when the point remained in the 
tooth for a longer period. In ten cases, 
a separate sterile paper was inserted and 
sealed in the canal for at least forty-eight 
hours after the first negative culture 
was obtained and subsequently cultured. 
These were all found to be negative. Of 
these, one case was especially interest- 
ing: 

April 28, 1933, Mrs. S. had the root 
canal of an upper left central incisor 
opened, and a culture taken. The culture 
was found positive. A special azochloramid 
point was moistened in azochloramid poppy 
seed oil, inserted and sealed. 

May 2, the root canal was opened, and 
the point removed and cultured. It was 
found negative. The tooth was opened 
farther and cultured once again and found 
to be negative. Then the azochloramid 
paper point was inserted and sealed. 

May 9, the root canal was opened, and 
the point was removed and cultured and 
found negative. Then a sterile paper point 
was inserted and sealed. 

May 17, a sterile paper point was re- 
moved, cultured and found negative. An- 
other sterile paper point was put in and 
was not removed until May 31, at which 
time the tooth was cultured, again being 
found negative. 

June 12, the root canal was filled. There 
was no pain nor discomfort, and a roent- 
genogram showed that no change had taken 
place. 

This case was interesting because of 
the fact that it was a retreatment case. 
The tooth had been filled several years 
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before, the canal having been filled in- 
completely. There was a definite rarefied 
area in the periapical region and the cul- 
tures taken on removing the root canal 
filling mechanically were found to be 
positive. The canal was treated over a 
period of practically two months, the 
number of visits being five and the visits 
so spaced and the treatments so carried 
out as to determine the lasting effect of 
the antiseptic. The treatment in this 
fashion provided ample opportunity for 
organisms to grow back, and the fact that 
the tooth was found to be sterile after 
such an interval of time indicates the 
efficiency of azochloramid. 

Of sixty-three cases which have been 
treated with azochloramid medication, in 
nineteen there was devitalization due to 
pulp exposure secondary to caries. Every 
one of these cases was cultured and found 
to be positive. These required an average 
of three sittings. Negative cultures were 
obtained in one treatment, except in three 
cases, in which two treatments were nec- 
essary. Eleven were cases of acute simple 
pulpitis; eight, of acute suppurative 
pulpitis; eleven, of chronic ulcerative 
pulpitis; three, of chronic suppurative 
pulpitis, and five, of chronic proliferative 
pericementitis. 

As an average, the cases of pulpitis re- 
quired two treatments before negative 
cultures were obtained. A few required 
three treatments and one required four 
treatments, while in one case apicoectomy 
was resorted to in order to clear up the 
infection. There were a number of other 
cases of necrosis and gangrene of the pulp 
wherein azochloramid was used effec- 
tively. 

In almost all cases treated, the prog- 
nosis basically was good and the periapi- 
cal destruction had not been great enough 
to make the outcome doubtful. Root 
canal therapy was not contraindicated, 
and the condition of the patient was such 
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that, given an efficient root canal anti- 
septic, satisfactory disinfection of the root 
canal could be expected. 

These cases have all occurred routinely 
in an active practice of a better than av- 
erage type and were a reasonable cross- 
section of cases requiring root canal ther- 
apy. Over a period of ten years, I have 
used dichloramine-T, formocresol and 
parachlorophenol in camphorated oil suc- 
cessively as root canal antiseptics. My 
experience has been that, in about 80 per 
cent of the cases, disinfection of the root 
canal using any of these agents could be 
accomplished in not less than four treat- 
ments. In the remainder of 20 per cent 
of the cases, a protracted treatment has 
been necessary. Sometimes eight or ten 
successive applications of root canal anti- 
septic had to be made before sterile cul- 
tures could be obtained. It is remarkable 
to me that, in the period of twenty 
months, in which I have used azochlora- 
mid medication in a total of sixty-three 
consecutive cases, I have had only one 
case in which I decided to carry out root 
amputation after four treatments and 
that a case in which the slow drainage en- 
countered indicated this step. In all the 
cases treated, there has been no occurrence 
of pericementitis. In the concentration of 
azochloramid used, I have observed no 
irritation even when the medicament was 
pumped beyond the apex of the tooth. 
Every precaution was taken during treat- 
ment to check up on the progress of 
instrumentation by roentgen-ray exami- 
nation to mechanical irritation, 
which might be mistaken for chemical 
irritation. 


avoid 


SUMMARY 
The importance of a satisfactory root 
canal antiseptic cannot be overempha- 
sized. This question has not received suf- 
ficient attention in the past. Chlorine an- 
tiseptics, which are basically very desir- 
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able, have certain limitations which do 
not make them very suitable for root 
canal sterilization. Azochloramid, a new 
chlorine compound, overcomes all the dif- 
ficulties inherent in chlorine compounds 
that have been known heretofore. More- 
over, it has definitely a penetrating ef- 
fect and can be relied on to reach those 
parts of the root canal which cannot be 


reached by the instrument. There are 
indications that it penetrates the tubuli 
and is able to kill bacteria lodging in 
them. 

In a series of sixty-three consecutive 
cases treated in the last twenty months, 
successful application of azochloramid in 
treatment was made. 


515 Madison Avenue. 


SURGICAL ELIMINATION OF PERIAPICAL PATHOSIS 
WITHOUT EXTRACTION OF INVOLVED TEETH* 


By JULIUS H. LEVINE,f D.M.D., Boston, Mass. 


ESPITE all the charges and attacks 
by both medical and dental prac- 
titioners against the devitalization 

of teeth via pulp extirpation during the 
past twenty years or so, dentists through- 
out the country are continuing such prac- 
tice. Furthermore, the dental profession 
will, I believe, continue in the practice 
of devitalization of pulps followed by 
some form of root canal therapy for 
many years to come. If that is the case, 
it behooves us as members of a scientific 
profession to develop some technic which 
is simple and practical to the extent that 
general dentistry will be able to so prac- 
tice devitalization of pulps and root 
therapy that these so-called charges will 
no longer be rightfully made. For, after 
all, the treating and saving of teeth is a 
duty of the general practitioner and not 
the specialist. 


*From the Dental Surgery Section of the 
Beth Israel Hospital. 

*Read before the New York Institute of 
Clinical Oral Pathology, March 26, 1934. 

+Visiting dental surgeon to Beth Israel Hos- 
pital and Fellow of the Harriet N. Lowell 
Society for Dental Research of Harvard Uni- 
versity, 


Jour. A.D.A., A pril, 1935 


It is not my intention to discredit or 
belittle the value of the zealous labors 
and investigation or research along these 
lines of thought by the many investi- 
gators of our profession (Kells, Rhein, 
Callahan, Ottolengui, Blayney, Grove, 
Coolidge, Noyes, Davis, Rickert and 
many others). As a result of these labors, 
various technics have been developed for 
the proper therapy and filling of root 
canals, as well as for the elimination of 
periapical pathosis. I believe it will be 
generally accepted that these various 
technics are too delicate, elaborate and 
expensive—certainly for multirooted 
teeth and possibly so for single-rooted 
teeth. If we are to solve the problem of 
root canal therapy, we must develop a 
technic which is simple and can be prac- 
ticed successfully by the general practi- 
tioner and for the many patients. 


CLASSIFICATION 


In an attempt at the solution of this 
problem, I have divided teeth into four 
groups or classes: (1)  single-rooted 
teeth that must be devitalized; (2) 
single-rooted pulpless teeth (putrescent. 
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abscessed or with cystic degeneration) 
that require root canal therapy; (3) 
multirooted teeth that must be devital- 
ized, and (4) multirooted pulpless teeth 
(putrescent, abscessed or with cystic 
degeneration) that require root canal 
therapy. 

The first group calls for but little dis- 
cussion. With all the various technics 
developed by the above-mentioned men, 
we should be able to handle this group 
of cases with success. If not, we should 
give up the attempt at root canal therapy 
altogether and extract all such teeth. 
This, you will agree, would be to re- 
pudiate our birthright as a profession, 
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cess—and all apical pathosis can be eradi- 
cated, and, if the tooth in question has 
sufficient healthy bony support, the tooth 
can be saved.” In this group of cases, we 
are dealing with an entirely different sit- 
uation. We have a pathologic problem 
pure and simple, as the organisms at play 
here are pyogenic in contradistinction to 
the bacteria of decay, whatever they be. 
Now if we would only recognize and ap- 
preciate the general surgeon’s approach 
to any such problem, the whole problem 
would be surprisingly simple and clear. 
If we are to consider ourselves dental 
surgeons, and we do, we should practice 
one of the cardinal principles of surgery ; 


Fig. 1—Approach to periapical space. 


which we are not quite ready to do. 
Therefore, I shall not present any 
roentgenographic study of cases in this 
group. Sufficient reports and_ studies 
have already been published by many op- 
erators and observers, making any fur- 
ther study entirely unnecessary. 

As to the second group, I repeat a 
statement I made in a previous paper. 
“All single-rooted teeth, putrescent or 
otherwise, can be properly treated and 
filled with reasonable assurance of suc- 


1. Levine, J. H.:Pulp Amputation—Its J usti- 
fication and Technique, D. Items Int., 55:711 
(Sept.) 1933. 


namely, when dealing with infection or 
pus, one must first localize the infection 
and secondly establish adequate drainage. 
Until we as a profession recognize and 
practice this simple principle of surgery, 
such teeth will be extracted unneces- 
sarily. 

The usual reasons for extracting these 
teeth are pain and the difficulties of treat- 
ment. What is the pain and difficulty of 
treating such putrescent or abscessed 
teeth, or teeth with cystic degeneration, 
due to? Pressure of either retained pus 
or gas. How can we relieve such pain? 
Only by establishing adequate drainage. 
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And by this I mean establishing a surgi- 
cal opening into the periapical space 
through the outer plate cf the alveolus. 
Once that is done, we preclude the pos- 
sibility of pain from either pus or gas. 
And once that is done, we can expect the 
same process and progress of repair and 
resolution as does the general surgeon 
when he localizes and evacuates an ab- 
scess by means of adequate drainage. The 
pathology of the mouth is no different 


cated, I accept it as a rational surgical 
procedure. The results of Blum,? in 
which he shows 98 per cent success, 
should be sufficient proof of its scientific 
and practical value. But if it is possible 
to achieve these results without ampu- 
tating the root end, would it not be more 
desirable? The factors in the question 
of saving a single-rooted tooth are not 
the extent of apical or periapical infec- 
tion present, but rather the extent of 
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Fig. 2 (Case 1).—Radicular cyst of maxillary lateral incisor; case treated by conservative 
Partsch operation, resulting in complete elimination of cyst, the teeth assuming the normal 
position. 


from the pathology of any other part of 
the human organism. The bacteriology 
may differ, but not the pathology. 

At this point, may I explain my posi- 
tion on another phase of this surgical 
treatment: namely, root amputation, 
sometimes called root resection or api- 
coectomy. I do not mean to decry this 
procedure. Properly done, where indi- 


peridental or pericemental pathosis exist- 
ing. In plain words, it is purely a me- 
chanical problem, for it is the amount of 

2. Blum, Theodor: Root Amputation: A 
Study of One Hundred and Fifty-Nine Cases, 
J.A.D.A., 17:257 (Feb.) 1930; Additional 
Notes on Root Amputation, Including Study of 
Thirty-Eight New Cases, ibid., 19:69 (Jan.) 
1932. 
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bony support of the root that determines 
the question of retaining a tooth. 

I quote from Hatton’: “It is my im- 
pression that some cases of failure in this 
operation may be explained as mechani- 
cal. There may be a serious lack of co- 
ordination between the forces that are 
brought to bear on the crown of the tooth 
and its relatively new position in the 
socket after surgical removal of the 
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eration, stating that they loosened and 
her general health improved after all her 
pulpless teeth were removed.” That be- 
ing the case, who is there that can prog- 
nosticate the future of any tooth and say 
that any given patient will never develop 
some degree of alveolar recession or 
periodontoclasia? How valuable a few 
millimeters of root tip may some day be, 
no one can readily determine. It, there- 
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Fig. 3 (Case 2).—Radicular cyst of first and second molars, treated by conservative Partsch 
operation, resulting in complete regeneration of bone. 


apex.” Again, I quote from Blum‘: 
“One case was not transilluminated be- 
fore or after as the patient had ampu- 
tated teeth missing, which she claimed 
were removed seven years after the op- 


3. Hatton, E. H.: Pulp Abscesses and Root 
Resection, J.A.D.A., 19:746 (May) 1932. 
4. Footnote 2, first reference. 


fore, seems that a procedure by which we 
could surgically open the periapical area 
and eradicate all pathosis without am- 
putation or apicoectomy and have com- 
plete bony regeneration follow, would be 
much more desirable and more conserva- 
tive. 

I recognize the necessity of root ampu- 
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tation where there is definite necrosis of 
the apex. The tendency has been to am- 
putate too low, leaving too short a root. 
I also recognize the necessity of amputa- 
tion in the treatment of a tooth with a 
radicular cyst if the cyst is enucleated 
and removed. Here again, the tendency 
has been to amputate too low; e.g., “to 
the base of the cystic cavity.” We should 
keep in mind that the actual attachment 
of the cystic membrane to the tooth is 


}/0-/9-32 


6-26-33 


is left in position. This, in turn, becomes 
transformed into normal mucosa. 


TECHNIC OF PERIAPICAL CURETTAGE 


Any one with experience knows that 
the treatment of periapically involved 
teeth through the canal opening of the 
tooth has been more or less a failure. In 
such treatment, every time the canal 
dressing is removed, it is found wet, 
moistened by the fluids, whatever they 


Fig. 4 (Case 3).—Radicular cyst of maxillary lateral incisor, treated by enucleation and 


showing complete regeneration of bone. 


generally near the apex and that it dips 
down between the pericemental mem- 
brane of the involved tooth and the ap- 
proximating teeth. On the other hand, 
if the treatment of the cyst is accom- 
plished by the conservative Partsch op- 
eration, no amputation at all is necessary, 
for the reason that the inner membrane 


are, of the periapical space. And why 
should it be otherwise? Can we expect 
drainage through such a fine canal? It 
is true that the original seat of infection 
was in the canal; but, by this time, it has 
gone beyond the canal into the periapical 
area. Why not, then, approach the peri- 
apical area directly? We should bear in 
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mind that we must first localize the in- 
fection before we can treat the case as 
follows: 

1. Under procaine anesthesia, a semi- 
lunar incision is made exactly as for a 
root amputation and the mucosa re- 
tracted. (Fig. 1, left.) 

2. The condition is localized and the 
apex and periapical area (Fig. 1, center) 
are adequately exposed. Of course, in the 
case of a radicular cyst, this is easily ac- 
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Fig. 5 (Case 4).—Periapical abscess of 
maxillary lateral incisor, treated by periapi- 
cal curettage, and showing complete regenera- 
tion of bone. 


complished. Also, in those cases wherein 
there may be a sinus or fistula, it would 
be a rather simple procedure. In the ab- 
sence of either cyst or sinus, there may be 
some difficulty in locating the periapical 
area. This can best be accomplished with 
the help of proper roentgen-ray films, by 
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using a very small round bur. Several 
openings can be made through the outer 
plate, if necessary, without harm. With 
a little experience, one finds the periapi- 
cal area almost immediately. Then, the 
openings are enlarged with a large round 
surgical bur or gouge. 

3. After this opening is enlarged, the 
periapical area is very mildly curetted 
and cleared of all necrotic tissue or 
granuloma (Fig. 1, right). 


4-9-3/ 
fr 


Fig. 6 (Case 5).—Chronic periapical ab- 
scess of maxillary cuspid, treated by periapi- 
cal curettage and showing complete regenera- 
tion of bone 


4. Then the canal is opened through 
the crown of the tooth and cleared of its 


contents. 

5. The surgical periapical opening is 
packed with gauze in order to seal the 
foramen temporarily. It is evident that it 
is a simple matter to clear and dry the 
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canal for the reason that there can be no 
seepage into the canal with the foramen 
packed off by the gauze. 

6. The canal is treated by any means 
in use, dried with alcohol and filled with 
the usual canal filling, preferably through 
the foramen. 

7. The gauze packing in the surgical 
opening is removed and again the excess 
canal filling is removed gently and the 
cavity carefully curetted. 


/0-20-28 


8. The apex is then treated with silver 
nitrate. 

9. The surgical cavity is swabbed with 
iodine, the retractor removed and the pa- 
tient dismissed without suturing; or the 
surgical cavity can be packed with iodo- 
form gauze, if it is desired. 


9-/0- 32 


Fig. 7 (Case 6).—Chronic periapical abscess of maxillary lateral incisor, treated by periapi- 
cal curettage and showing complete filling in of new bone. 


The treatment of teeth with cystic in- 
volvement is different only in the follow- 
ing respects: 

1. With the enucleation of the cyst, 
the apex is amputated, just below the 
membrane attachment. 

2. With the conservative Partsch op- 
eration, the apex is not necessarily ampu- 
tated, for the reason that the inner mem- 
brane of the cyst is left in the cavity and 
the cavity is packed. 


11-10-28 


4~ 3-33 


REPORT OF CASES 
Case 1.—J. G., aged 13, presented a con- 
dition diagnosed as radicular cyst of the 
upper lateral incisor. Under procaine anes- 
thesia, the conservative Partsch operation 
for cysts was performed. The canal was 
treated and filled at the same sitting. 
There was no resultant deformity. The 
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teeth assumed the normal anatomic posi- 
tion after elimination of the cyst. (Fig. 2.) 

Case 2.—Mr. E. D., aged 25, had been 
confined to bed suffering from acute jaun- 
dice for nine weeks without relief, at the 
end of which time he complained of pain in 
the right jaw. He was referred to me for 
examination. 

On examination, a radicular cyst of the 
right mandibular first and second molars, 
and another of the right mandibular third 
molar were revealed. 

Under procaine anesthesia, the conserva- 


Fig. 8 (Case 7).—Chronic abscess of maxil- 
lary central incisor, treated by periapical 
curettage and showing complete filling in of 
new bone. 


tive Partsch operation for cysts was per 
formed and the second and third molars 
were extracted. Attempt was made to save 
the first molar, as it responded positively 
to the pulp tester. Some time later, as will 
be noted from the dates, this first molar 
became pulpless. It was then treated and 
the canals were filled. At a still later date, 
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the second bicuspid became involved, prob- 
ably from the old deep amalgam filling and 
had to be treated and filled; with the result 
as shown. 

I am not quite ready to offer any positive 
treatment for periapically involved multi- 
rooted teeth and therefore advised the ex- 
traction of all three molars. The first mo- 
lar was treated only on the request of the 
physician referring the case. The result is, 
you will agree, quite satisfactory. The 
jaundice cleared up immediately after the 
operation. 


Fig. 9 (Case 8).—Chronic abscess of central 
and lateral incisors, treated by root amputa- 
tion and showing complete regeneration of 


bone. 


No deformity resulted. 

Case 3.—Mrs. J. J. B., aged 32, pre- 
sented a radicular cyst (residual). Under 
procaine anesthesia, the palatal mucosa was 
reflected and the cyst enucleated. The flap 
was replaced and sutured. 

This was undoubtedly a residual cyst, 
the maxillary lateral having been extracted 
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about two years previously. Since then, 
swelling has appeared on the palate several 
times. It was incised at each presentation, 
only to reappear. 

No deformity resulted. 

Case 4.—Miss H. McA., aged 24, pre- 
sented a chronic periapical abscess of the 
right upper lateral incisor. Under procaine 
anesthesia, a surgical opening of the peri- 
apical area was made, with treating and 
filling of the canal and curettage of the 
periapical area at the same sitting. The 
wound was left open to granulate. 

Case 5.—Mr. A. K. F., aged 32, pre- 
sented a chronic periapical abscess of the 
right upper cuspid. Under procaine anes- 
thesia, surgical opening was made of the 
periapical area, with filling of the root 
canal and curettage of the periapical area 
at the same sitting. The wound was packed 
with iodoform gauze. 

Cast 6.—Miss E. G., aged 17, had a 
chronic periapical abscess of the right up- 
per lateral incisor. Treatment was the 
same as in Case 7. 

Case 7.—Miss L. B., aged 16, had a 
chronic periapical abscess of the right up- 
per central incisor. Under procaine anes- 
thesia, surgical opening was made of the 
periapical area, with filling of the root 


canal and amputation of the root. The 
wound was sutured. 

Case 8.—Mr. F. F., aged 38, had a 
chronic periapical abscess of the right up- 
per lateral incisor and also of the left upper 
central incisor. Treatment was the same 
as in Case 9. 


CONCLUSION 


If we can arrive at such results with 
complete regeneration of bone around 
these periapically involved teeth, without 
extraction or without root amputation of 
involved teeth, is it not desirable? 

The problem of the remaining two 
classes as first outlined, namely, multi- 
rooted teeth that for some reason or other 
must be devitalized and multirooted 
pulpless teeth (putrescent, abscessed or 
with cystic degeneration) that require 
root canal therapy, I have discussed in a 
paper entitled “Pulp Amputation—A 
Means of Preventing Periapical Pa- 
thosis.’”® 


311 Commonwealth Avenue. 


5. Levine, J. H.: D. Cosmos, 75:970 (Sept.) 
1934. 
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Editorials 


AGRANULOCYTOSIS 

Agranulocytosis threatens to become a serious menace to the wel- 
fare of the people. Not that it is at present so widespread or that 
there is such a pronounced susceptibility apparent in its manifesta- 
tions, but that it has been up to this time so baffling as to its causes 
and so fatal in its results. 

A classic paper on the subject by Paul J. Hanzlik, M.D., of the 
Stanford University School of Medicine, and member of the 
Council on Dental Therapeutics, appeared in the March issue of 
THE JOURNAL, page 487, and we recommend it for a careful read- 
ing by our members. 

As the author says, it is a comparatively new disease, having been 
first described only twelve years ago. It seems to be one of the ironi- 
cal experiences of our common humanity that as often as one dis- 
ease is subdued and under control, a new affliction manifests itself to 
Prove a threat against our well-being. In view of the fact that 
agranulocytosis usually shows itself in the mouth early in the dis- 
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ease, the dental profession should be alert in studying its manifesta- 
tions and recognizing its appearance. 

Hanzlik records the symptoms as follows: ‘“Lassitude, sudden 
onset of fever, chills malaise, prostration and sore throat in the early 
stages; ulceration and gangrene of the tonsils, tongue, gums and 
buccal membranes, which spread rapidly and may be confused with 
Vincent’s infection.” 

The moment a dentist encounters these symptoms, he should re- 
fer his patient to a competent oral surgeon. There should be no 
procrastination or vacillation when symptoms like these occur. In 
view of the fact that there has been in recent years such a wide- 
spread prevalence of Vincent’s disease, the unobservant practitioner 
may easily be lulled to sleep by the supposition that his patient is 
merely suffering from this infection, and golden moments may be 
lost which might decide the issue between life and death. This is a 
disease that cannot be trifled with. 

The treatment of these cases has not up to this time progressed 
with sufficient simplicity or definiteness to warrant the average den- 
tal practitioner in attempting its management. Even the physician 
or skilled oral surgeon is not sufficiently certain of his ground to 
warrant an undue optimism in handling this ailment, and it is folly 
for the general practitioner of dentistry to trifle with such a serious 
affection. But there is one thing he can do: he can make himself 
sufficiently familiar with the symptoms to be able to recognize the 
condition and call for help at once. 

In view of the gravity of this disease, the entire profession should 
be on the alert, and watch for its earliest manifestations. If this at- 
titude becomes general, the profession will at least absolve itself of 
any charge of dereliction of duty in the presence of this increasingly 
prevalent malady. 

While we do not know the cause of the disease, it may be consid- 
ered significant that most of the cases reported to date have been 
in people addicted to taking large amounts of drugs, particularly 
the amidopyrine group. As Hanzlik points out, care should be had 
about prescribing these drugs without first being assured that the 
patient is not especially susceptible to them. And this brings up the 
oft-repeated injunction against the careless and general use of drugs 
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administered for the purpose of allaying pain or discomfort with- 
out a knowledge of their possible deleterious effects. The dentist 
should be very cautious about recommending drugs to patients that 
may either do harm or prove habit-forming. Anything that leads 
to self-medication is dangerous, and the dentist should warn his pa- 
tients against it. 

Of a total of forty-five references appended to Dr. Hanzlik’s ar- 
ticle, all except five were published in 1934; which indicates a very 
active and relatively recent interest in the subject. Our research 
men must lose no time in running this disease to earth, and bringing 
it within the purview of the professions, and meanwhile the rank 
and file should exhibit alertness in acquainting themselves sufh- 
ciently with the symptoms to be able to recognize them the moment 
they appear. To do less than this is to lay ourselves open to the 
charge that we are remiss in our duty to the public that we are sup- 
posed to serve. 


THE PACIFIC COAST DENTAL CONFERENCE 


Something is happening on the Pacific Coast this year that will 
bear watching. They are conducting a meeting in July that prom- 
ises to be a little bit different from the ordinary meeting, and a little 
bit better. They are laying out their program along unique lines. 
The aim is to develop each section from the fundamentals of the 
subject to the latest developments in theory and technic. In certain 
respects, it will be the most orderly presentation of the various top- 
ics that has ever been offered the profession. In other words, the 
idea is to systematize dental theory and practice in such a manner 
that the men and women who attend the Conference can take away 
something of concrete benefit from the meeting, something that will 
tie in with their every day needs and desires. 

This meeting is not designed to present an unorganized hodge- 
podge of papers tossed together promiscuously, and intended merely 
for the exploitation of the author’s pet ideas: it is intended asa seri- 
ous effort to promote in a systematized way the latest and best in 
dental thought. It is hoped that it may prove a fitting sequel to the 
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excellent work done at the previous Pacific Coast Dental Confer- 
ences, with the added advantage afforded by time and experience. 
‘hese two conferences registered a distinct advance in dental as- 
sociation effort, and too great credit cannot be given to all of those 
who were in any way instrumental in organizing and launching 
them. As is the case with the officers and committees of the present 
meeting, the first and second conferences brought forth the best 
and most progressive men in dentistry. 

These meetings are proving of the greatest possible benefit not 
only to the dentists of the Coast but also to the profession of the en- 
tire country. The American Dental Association is inseparably 
bound up in them, even to the extent that the Conference will not 
accept a member unless he has membership in the A.D.A. 

We look for this Conference to prove of the greatest possible ben- 
efit to the New Orleans meeting in November. Everything unique 
and outstanding in the Conference in July, everything new and 
worth while, can be relayed to the meeting in November for the 
benefit of those who on account of distance could not attend the 
meeting in Long Beach. 

This community of interest will prove of the greatest possible 
benefit to all concerned. The wide expanse of our country with its 
geographic land-marks makes it necessary to recognize the demands 
of the different sections. ‘he geographic semi-isolation of the great 
Pacific Coast with its nearly 15,000 dentists renders it incumbent on 
the profession as a whole to lend a sympathetic ear to its needs, and 
by the same token we must not forget the obligation of the Ameri- 
can Dental Association to hold its meeting on the Coast at suitable 
intervals. These fine men located west of the great mountain ranges 
are putting up a valiant fight for the uplift of the profession. They 
have sacrificed much for the general good, and have journeyed fre- 
quently, willingly and in large numbers to the midwest and the east 
to attend meetings, especially those of the American Dental Associ- 
ation, as well as to other national bodies, and it is only fair that they 
be shown reciprocal favors by the men of other sections when they 
put on one of their Coast Conferences. A visit to the coming Con- 
ference will prove a revelation in what is being provided in dental 
association effort. July 8, 9, 10, 11, 12, 13, 1935, are the dates. 
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A PERSISTENT MISCONCEPTION ABOUT HUNTER 
AND THE SUBJECT OF FOCAL INFECTION 


One of the strangest and most persistent misconceptions that has 
ever occurred in dental literature relates to the impression made on 
medical men and dentists by the pronouncement of Dr. William 
Hunter of London, England, in connection with the subject of oral 
sepsis and focal infection. Before we go to the main issue, it may be 
well to note the fact that there were two William Hunters in Eng- 
land: Sir William Hunter, who was born in 1840 and died in 1900, 
and Dr. William Hunter, who was born in 1861, and who wrote the 
article on oral sepsis. All through our literature, we see various 
references to Sir William Hunter as the author of the oral sepsis 
theory, when, as a matter of fact, it is not on record that he referred 
to it at all. 

The facts are these: Oct. 1, 1910, Dr. Hunter delivered an address 
at the opening session of the Faculty of McGill University of Mont- 
real, which was published in the London Lancet of Jan. 14, 1911. 
In this address, he took the dental profession severely to task, par- 
ticularly “so-called American dentistry,” as being instrumental in 
bringing about the kind of sepsis of which he was complaining. 
This referred of course to the construction of artificial substitutes 
for lost natural teeth such as bridges or partial dentures, and it is 
eminently on record that long before Hunter spoke, many thought- 
ful men in our own profession had deplored some of the artificial 
work that had been placed in the mouths of patients, and had loudly 
declaimed against it. 

It was therefore felt to be unfortunate at the time that Dr. Hun- 
ter should have singled out American dentistry for his major at- 
tack. This for two reasons: The almost universal effort on the part 
of the leading men of England and America to establish an entente 
cordiale between the two countries, particularly in professional 
matters; and the fact that, in the very nature of things, Hunter was 
hardly qualified to pass judgment on American dentistry when he 
was almost wholly unfamiliar with its better and most approved 
practice. This was decisively shown by the recital of his cases, not 
one of which could by the widest stretch of the imagination have 
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been attributed to the average American dentist or, as a matter of 
fact, to an American dentist at all. 

Doubtless the cases referred to by Dr. Hunter were either mostly 
those from the Charing Cross Hospital or the London Fever Hos- 
pital, in both of which he was attending physician; or they came 
from that unspeakable class of practitioners represented by the den- 
tal parlors of London, who heralded the misleading name of 
“American Dentists” as their stock in trade. To prove that this is 
far from a case of the “pot calling the kettle black,” we should like 
to emphasize the fact that the better element of American dentists 
are as thoroughly ashamed of the dental parlor type of practitioner 
as Dr. Hunter or any of the other fine men who represent British 
medicine or dentistry can possibly be. 

Without question, there are men in both countries who carry a 
smudge of disrepute about them, but they should not be held as 
representative of the profession in either country; nor should the 
whole profession be labeled black in consequence. 

But all of this is merely incidental to the main contention at this 
time, which is to the effect that there has persisted a wholly unac- 
countable misconception in connection with the application of 
Hunter’s findings. The “oral sepsis” of which he complains—and 
not without reason—had nothing whatever to do with the thing that, 
during the decade that followed his address, caused the greatest 
concern among the profession; i.e., focal infection from the apical 
ends of pulpless teeth. This is the thing that has claimed our major 
consideration, and in connection therewith the name of Hunter has 
repeatedly been quoted. Asa matter of fact, Hunter never referred 
in the remotest way to the evils of pulpless teeth as such. He was 
concerned with the sepsis that came from accumulations around 
crowns, bridges and artificial dentures, calling them “gold traps of 
sepsis.” His cure was to swab around such appliances with antisep- 
tic washes, etc., and to clean out the débris, and remove the deposits, 
a wholly praiseworthy procedure as far as it went, but almost to- 
tally inadequate when it comes to eliminating the possibility of sys- 
temic infection in the blood stream. 

Hunter did a notable work in forcefully calling attention to the 
evils of oral sepsis, and it is well that his words left a deep impres- 
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sion; but he should no longer be credited with initiating the cam- 
paign against pulpless teeth, because he did not do it. Mayhap if 
this distinguished scientist had given his whole-hearted attention to 
this important question, the mental aberration and almost universal 
prejudice against the pulpless tooth that has developed might 
have thereby to a certain degree been avoided. Possibly if Hunter 
had spoken at that time, the attitude of the medical and dental pro- 
fessions would have been modified, and the members might have re- 
acted to a slightly paler tinge of red whenever the name of the pulp- 
less tooth was mentioned. 


DENTAL WRITING 


The theme of this paper is the quantity and method of dental 
writing and not the grammar and rhetoric of it. The sensitiveness 
that is always associated with writing is ignored. Individuality, 
personality is not considered. Just the fact of the increasing quan- 
tity stated as something needing thoughtful attention. That is all. 

Looking at the heap of bound paper that comes from the presses 
monthly, questions naturally obtrude. Where does it come from? 
That we know. Where does it go? How is it cared for? How much 
of it is worth keeping? Must it all be kept? Who pays for it and 
the cost of its storage? How will the next generation of workers 
cope with it? Answers to these questions do not come so easily. 
Won't writers, editors or librarians have to warn of a glut, a waste 
level ata near future? Is there no way that this pile may be reduced, 
kept within bounds and still kept useful? 

One may explain how this situation has arisen. The popularity 
of research, of meetings, of seeing one’s brain children in the show 
window of the print-gallery. The aspiration of bulletins to become 
journals, of journals to become bigger journals. Journals are cre- 
ated to catch the overflow and the overflow runs from perpetual 
springs. So journalism has developed. 

This is not fault-finding. It is the presentation of what promises 
to become a terrific burden. The profession is repeating what has 
happened in general literature. Writing has become as popular as 
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was piano playing a generation ago. That instrument was the big 
bad wolf of childhood and the béte noir of visiting friends in every 
home. Now it is writing. The result is authors seeking the auto- 
graphs of buyers, instead of the buyer seeking the signature of the 
writer. To read profitably, one must read nothing less than 10 
years old. If one would emphasize a difference, one should stress 
the fact that the literature in question is professional, is scientific, 
ought to have a yardstick of evaluation, be analyzed and appraised 
for the sake of workers to come, for the sake of wider spread en- 
lightenment of those who would keep to date, in the interest of the 
issues that burn at the center of professional purpose. 

This treatise is neither criticism nor slander of useful, effective 
publication. Rather it is a call for effective publication for greater 
usefulness. It is not a denial of outlet for what writers themselves 
deem worthy, but a plea for greater care in what they let out. It is 
supportable to say that half of the articles printed could be reduced 
by half. Likewise it is true that results of years of laborious obser- 
vation are buried in the débris of a promiscuous paper shower. 
Libraries become vast wastepaper receptacles into which go trea- 
sure and trifle together. The index isa futile chesterfieldian attempt 
at rescue. It helps, is useful, is indispensable, but with the required 
article in hand the gist is still far from sight. ‘The axe should be 
laid to the root of the tree and that is at the point of origin. 

The abstract comes with a flicker of aid, but no attempt to help 
is made with any system or thoroughness. And, oddly, no demand 
has ever been made for it. Writers have been asked to appenc 
abstracts, have refused, and that despite the fact that no man can 
abstract a paper so well as the man who wrote it. The papers that 
cannot be abstracted may be ignored. They fall into another cate- 
gory. 

Observe, compare, reflect, record has been followed with the 
emphasis on record. Observation and comparison have been widely 
superficial. Reflection has been brief. The recording has outrun 
usefulness. The proof is in every library. It is evident that the 
task of culling has been left to editors, and they have not the immu- 
nity of the Supreme Court. The job implied here is primarily the 
worker’s and not the editor’s. The student sallying abroad with a 
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pearl of information rescued from the depths by long, troublesome 
and tiring effort has given no thought as to how it should be pre- 
served. He lets it be buried or buries it himself a second time at 
depressing depths, indifferent to its accessibility, as though he were 
not responsible beyond finding it. The findings of today are the 
stepping stones of tomorrow. As those stones are now set, the labor- 
ers of the future will be over their shoetops most of the time and 
frequently bogged. 

The retort will be, “We are no worse than medicine.” The reply 
is, “Why be as bad?” Medicine has set us an example of what not 
to follow in many ways. Likewise, we have not been finical in not 
following where medicine has wisely led. The same intelligence 
that unearths information should be applied to its disclosure. In- 
stead, that intelligence has left the matter to others: owners, editors, 
opportunists and promoters, whose primary interest is elsewhere. 
The editors, to be sure, should be cooperative in this purpose and 
could with small assertiveness and slight diplomacy better the con- 
ditions. hey know the recurrence of old material pirated from 
the originators without the excuse of improved garb, published 
merely to gild a name. 

The many corollaries and postulates that come to mind in read- 
ing this essay are avoided for the sake of brevity, difficult as that 
has been to do. The motive of it is wholly the collation of good 
material within smaller compass, to make the facts and phenomena 
of research more readily visible, to delete the inflations and over- 
stuff that hide them and to ease the path of future workers for 
speedier progress. The scientist himself must assert and defend 
the difference between the scientist and the research worker. He 
must come to his own rescue from interment under barrows of 
pointless repetitive writing of the mere research worker. He must 
demand a better concentration of publication of what science pro- 
duces. 
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PRACTICE IN PARAGRAPHS 


— This department is intended for busy readers. It aims to tell a vivid story in a™ 
few words. Items should be of a practical character, and free from padding— 
not more than a paragraph or two. We exact no limit, but two hundred 

~ words can tell most of these stories. Send in your ideas; they will be welcome. 2 


Heating Anesthetic Solution— Holding the syringe containing the anesthetic solu- 
tion under the hot water faucet for a few seconds before making the injection heats 
the solution to blood temperature and lessens shock and trauma.—Welliam F. Taylor, 
Muskogee, Okla. 


Sensitive Dentin—lIsolate the field of operation with rubber dam. Dip pellet of 
cotton in carbolic acid, and hold over an alcohol flame until acid fries. Bathe the 
cavity with this. Repeat when sensitive dentin is reached. Cavities treated in this 
manner give comparatively no pain.—H. C. Heyen, Emmetsburg, Iowa. 


Instrument for Applying Topical Anesthesia—Screw a contra-angle mandrel on 
a rubber cleaning cup and tighten the mandrel in a porte polisher. A small pledget 
of cotton dipped in the anesthetic and placed in the rubber cup may be easily carried 
to, and pressed on, the gum surface to be anesthetized, by this instrument.—F. D. 
Voigt, Salem, Ore. 


Use of Sandpaper Disk in Trimming—A simple and fast method of trimming 
down wax impressions of inlays and three-quarter crowns after removing the matrix 
is to use a coarse sandpaper disk on the engine. It has an advantage over the use of 
an instrument in that it shapes the margins so that less finishing is needed. A finer 
disk may be used for a smooth finish.—J. R. Keane, Los Angeles, Calif. 


Camphophenique Powder as an Aid in Filling Root Canals—Dentists who are 
using a varnish and guttapercha point for canal filling will find camphophenique 
powder an aid in preventing the material sticking to the packing instruments. The 
instruments should be repeatedly dipped into the powder during the packing opera- 
tion. This will prevent the accident of withdrawing the canal point after it has been 
partially packed to place—W. Clyde Davis, Lincoln, Nebr. 


Amalgam vs. Gold Foil—Gold foil is not a competitor with amalgam nor with 
any other filling material. It is, rather, an invaluable adjunct to them all. Gold foil 
is a competitor only with “Father Time.” So much has been said and written re- 
garding the unusual care necessary in handling gold foil that many dentists are actu- 
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ally afraid of it. They cannot conceive how it fits in with their office procedure. As 
a matter of fact, being elemental in nature, gold foil will tolerate as much or even 
more abuse than amalgam with its varying content of mercury and the carelessness 
of its trituration.—H. E. Williams, Red Bank, N. J. 


Hobbies—Golf, tennis, hunting, fishing, boating, music and art are all legitimate 
hobbies. A hobby of some kind is essential as a mental and physical stabilizer, but 
hobbies are detrimental when they overshadow one’s source of livelihood. The logical 
hobby for the dentist is dentistry. If America’s 68,000 dentists should at once begin 
research, investigation and experimentation on the various filling materials alone, 
rather than stressing the shortcomings of them, the great dental profession of today 
would become the greatest profession of tomorrow. Let us enjoy all of our hobbies 
a little, but develop our dental hobby more.—Herbert Ely Williams, Red Bank, N. J. 


Overtime Vs. Undertime—The word “‘overtime’’ is antagonistic to the majority 
of dental practitioners. The hour of 5—the low water mark—is indicative of a day 
of effort expended and done. Complaint is prevalent of the effects of the depres- 
sion, and, at the same time, overtime sounds a discordant note. When regular office 
hours are unfilled, it is no disgrace, nor a reflection on a profession, to see patients at 
their convenience. Anytime is said to be no time, but anytime, especially when a 
younger dentist can add to a competency, is a good time. The proceeds of overtime 
should be recognized as a separate fund and invested in a separate savings depart- 
ment in a bank that will stay open. These proceeds should have no part in the 9 to 
5 endeavors. The proceeds of overtime, judicially and safely invested, might exceed 
by far the saving of a lifetime dental career of regular hours and indifferent thrift. 
—Herbert Ely Williams, Red Bank, N. J. 


Brushing Baby’s Teeth—It is usually thought impossible, or a ridiculous idea, that 
a child of 18 months should brush its own teeth, but it can be done. It is a well- 
known fact that children are great imitators and in this fact lies the secret of teaching 
the child at a very early age to brush its teeth. In this particular case, the little one 
has a dressing table in the bath room, which the mother has found indispensable since 
birth. It is part of the morning ritual for the little girl to sit on her table and watch 
her parents go through the usual preparations for getting down to breakfast. At 15 
months, she was supplied with a tiny brush, more to aid the teething process than for 
anything else. It was not long thereafter that she became very interested in watching 
her parents brush their teeth and, quite of her own accord, she started to imitate the 
performance. Then a tiny bit of tooth paste or powder was applied to the brush to 
stimulate interest and now a glass containing a little bit of water is added to the 
armamentarium. It is interesting to note how well a child of this age does the job, 
not by being instructed and taught how to do it, the usual procedure, but rather 
merely by observation. Not a morning passes now but that the child insists on repeat- 
ing the process at the same time her parents do.—R. N. Douglas, Elkhart, Ind. 
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AZOCHLORAMID 


The Council has authorized publication of the following article on Azochloramid, acceptance 
of which is announced elsewhere in this issue. 

SAMUEL M. GorpDon, Secretary. 

Chlorine-liberating compounds have been used in medicine and dentistry for many 
years. The first chlorine-liberating preparation to obtain a degree of popularity was 
the present solution of chlorinated soda, or Labarraque’s solution, now official in the 
present edition of the pharmacopeia. In time, modifications of the solution appeared in 
the literature, the best known probably being surgical solution of chlorinated soda, U.S.P.., 
popularly known as modified Dakin’s solution. 

There followed later the introduction of organic compounds which liberated chlorine, 
the first being chloramine-T, U.S.P., which was followed by dichloramine-T, U.S.P. 
The advantages of the organic chlorine-liberating compounds lay in their ability to 
liberate chlorine, at the same time being less irritating to the tissue than the inorganic 
hypochlorite preparations. Dichloramine-T has found wide usefulness in dental therapeu- 
tics as an antiseptic for infected wounds. Dissolved in an inert medium, such as heavy 
paraffin oil or chlorinated paraffin, U.S.P., it has been employed widely in the treatment 
of infected root canals, and acute suppurative conditions of the periodontal membranes. 

Wallace and Tiernan Products, Inc., Belleville, N. J., presented Azochloramid for 
the consideration of the Council, with the appreciation that its possible usefulness in 
dental therapeutics had not been completely surveyed, but, before introducing the product 
to the dental profession, it desired to be guided by the Council. Preliminary experiments 
in treating infected root canals indicated its usefulness in that respect. 


CHEMISTRY 


Azochloramid is a hitherto unknown compound N-N-dichloroazodicarbonamidine. It 
possesses the following chemical structure: NH,.(NCI):C.N:N.C:(NCI).NH,. It will 
be noted from the structural formula that Azochloramid has essentially the same group- 
ing; namely, a chlorine attached to a nitrogen atom as in chloramine-T and dichlora- 
mine-T. It differs from most other well-known chlorine liberating compounds by being 
almost odorless, and reacting only with the most active reducing agents, such as sulphur 
dioxide and hydrogen sulphide. It would follow that the chlorine of the molecule is not 
so readily given up as that in hypochlorite or chloramine-T. This is seen by comparing 
amounts of these products reduced if 200 parts per million are incubated with 100 parts 
per million egg albumen. After twenty-four hours, it is found that the following quan- 
tities of chlorine still remain available in the solution’: 

Hypochlorite Chloramine-T Azochloramid 
5 123 

It also differs from other chlorine liberating compounds in being less soluble. Its solu- 

bility in readily available solvents is: 


1. Guiteras, A. F. and Schmelkes, F. C.: The Comparative Action of Sodium Hypochlorite, 
Chloramine-T, and Azochloramid on Organic Substrates, J. Biol. Chem., 107:235 (Oct.) 1934. 
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Water 0.03 per cent 
Ethyl alcohol 1.24 per cent 
Ethylene glycol 1.26 per cent 
Acetone 4.20 per cent 
Ethyl acetate 1.10 per cent 
Benzene 0.05 per cent 


It is also soluble in most vegetable oils, but insoluble in chloroform, carbon tetrachlo- 
ride, petroleum ether and hydrocarbons of a similar nature. None of these solutions are 
stable. A solution in poppy seed oil, a now abandoned medicament, decomposes at the 
rate of approximately 10 per cent per month. This would indicate the necessity of using 
solutions prepared at or near the time of using. In this respect, that medicament is similar 
to dichloramine-T in chlorinated paraffin. In order to obviate this difficulty, solutions 
of triacetin which are practically stable are being marketed. 


BACTERIOLOGY 


Various chlorine-liberating solutions have been in use in the treatment of root canals. 
It is advantageous, in the treatment of root canals, to use an agent that will liberate 
chlorine slowly. The slowness with which the chlorine is liberated reduces the possibility 
of irritation and enhances the period of time that the agent is germicidal. Frequently, 
blood or blood serum is present in root canals, and although evidence has been sub- 
mitted that the efficiency is slightly reduced in the presence of blood serum, there seems 
to be justification for the assertion that it is more efficient than other chlorine-liberating 
solutions under this condition. Additional investigations, as regards the effect of blood 
as well as that of serum, of the efficiency of chlorine-liberating solutions might be of 
value. 


CLINICAL APPLICATION 


Case reports from four dentists were submitted. One set of case reports was frankly 
of little use in evaluating the usefulness of the product, because the treatment was ac- 
companied by no controls. Another series of case reports, made by H. J. Ross, of New 
York City, was submitted by the firm. Dr. Ross’ series included sixty-three cases of root- 
canal therapy with azochloramid. The methods used by Dr. Ross were the usual ones 
of root canal therapy, but care was taken to secure access to the canals by mechanical 
rather than by chemical means. The teeth were cultured at the first sitting, and flushed 
with an aqueous solution of azochloramid and paper points dipped in saturated azochlora- 
mid solution and then sealed. 

Of these cases, practically all gave positive cultures on opening the canal, and nega- 
tive cultures after the second or third treatment. When the cultures were negative, 
the roots were sealed. Forty of these cases were diagnosed either as acute suppurative 
pulpitis or as chronic ulcerative pulpitis. 

The referee undertook a series of experiments in his clinic with the following results: 
Twelve cases of necrotic and gangrenous pulps were treated. The results were compar- 
able to those reported by H. J. Ross. The canals were opened by mechanical methods 
only. Negative results were not obtained quite so rapidly as in the tests of Dr. Ross; 
which may be due to the fact that the method of treatment was a little more conserva- 
ive in that, on opening of the canal, one dressing of azochloramid was placed before any 
attempt was made to remove necrotic material. The clinical results obtained were as 
rapid and as definite as with other recognized methods of treatment. 

Louis I. Grossman, of Philadelphia, reported thirty cases treated with azochloramid. 
His results were comparable to those reported by Dr. Ross. Negative cultures were ob- 
tained on the second, third and fourth treatments. No case required more than four 
treatments. 
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CONCLUSION 


The data submitted by the firm, and the results obtained in the referee's laboratory 
and by others, indicate that azochloramid may have a field of usefulness as a slow-liberat- 
ing chlorine compound, for the treatment of infected pulp canals. A description of the 
product appears elsewhere in this issue. 


ACCEPTED DENTAL REMEDIES 


The following articles have been accepted as conforming to 
the rules of the Council on Dental Therapeutics of the Amer- 
ican Dental Association. The Council desires dentists to under- 
stand that the admission of an article does not imply a recom- 
mendation. A copy of the rules which govern the Council in 
the consideration of articles will be sent on request. 

SAMUEL M. Gorpon, Secretary 


HYPOCHLORITES AND HYPOCHLORITE 
SUBSTANCES’ 


Chloramine Preparations 


— N-N’dichloroazodicarbonamidine — NH: 
NCl):C.N :N.C:(NCI)NH:2. Azochloramid contains 38.8 

ap cent active chlorine. 
Properties: Azochloramid occurs as yellow needles. It is odorless 
and tasteless. It is soluble in water, lipoids, and most organic solvents; 
it is insoluble in aliphatic saturated hydrocarbons. It decomposes at 


155.5 C. It is unstable in solution of oils and fats, the rate of de 
composition being accelerated by light. Solutions in triacetin are 
practically stable. 

Actions AND Uses: Azochloramid represents a stable chlo- 
rine-liberating compound. The available chlorine is liberated 
slowly in contrast to other chlorine-liberating compounds. 

t is said to be an effective germicide in the presence of pus, 
serum and organic matter. ma 

In the presence of 50 per cent serum, 25 parts per million 
azochloramid kills B. coli in one hour, a pneumococcus Type 
| in one and one-half hours, Type IT in one hour, and Type 
IIT in three hours; 30 parts per million kills Staphylococcus 
aureus in thirty minutes. 

In the therapeutic doses given below, it has been found to 
he nontoxic and nonirritating. It is suggested for use in 
the sterilization of dental pulp canals and periapical absces 
ses, in the treatment of fistulas and as a wet dressing for 
infected wounds. One observer has reported that it colors 
teeth slightly, but this may be circumvented by the applica- 
tion of a varnish to the crown of the tooth before the medi- 
cament is sealed in the root canal. It is ineffective when 
administered internally or intravenously. 

DosaceE: For root-canal therapy, azochloramid in triacetin 
1:100 and azochloramid paper points are used. For dressing 
and packing wounds, it is used in triacetin solution 1:500. 

Manufactured by Wallace and Tiernan Products, Inc., Belleville, 
N. J. United States Patents No. 1,958,370 (May 8, 1934; expires 
1951), and 1,958,371 (May 8, 1934; expires 1951). U. S. trademark 
322,242. 

N-N-dichloroazodicarbonamidine was first prepared by 
Schmelkes and H. C. Marks (J. Am. Chem. Soc., 56:160 [July] F034) 
under the name “azochloramid.” 

About 0.100 gm. of azochloramid accurately weighed is dissolved 
in 25 c.c. of acetone. One gram of potassium iodide and 50 c.c. of 
water are added. The mixture is acidified with 5 c.c. of glacial acetic 
acid and titrated with 0.1 normal sodium thiosulphate solution, with 
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starch as an indicator. A further volume of 100 c.c. of water is added 
just before the end point is reached. The chlorine content of azochlor- 
amid should be not less than 38 per cent, obtained by the following 
calculation: 


ry c.c. 0.1 N Na2S20s X 0.001773 X 100 : 
at [ ‘| xX % 
Weight of azoch loramid used 
he The theoretical chlorine content of pure azochloramid is 38.8 per 


cent. 


COD LIVER OIL AND RELATED SUBSTANCES’ 

Ucoline Cod Liver Oil Concentrate.—The unsaponifiable 
fraction of cod liver oil, prepared by the Marcus process, 
dissolved in a bland Me table oil. Each gram of the solu- 
tion contains 5,500 U.S.P. X (1925) units of vitamin A and 

1,800 A.D.M.A. units of vitamin D (according to the 

U.S.P. X Revised, 1934, 7,700 units of vitamin A and 552 

units of vitamin D). 

Actions AND Uses: Ucoline Cod Liver Oil Concentrate 
possesses properties similar to those of cod liver oil so far 
as these depend on the fat soluble vitamin content of the 
latter. 

DosAcE: From 3 to 6 drops of the concentrate solution 
three times daily (a glass dropper is included in the marketed 
package, designed to deliver one minim per drop); for the 
tablets, 1 to 2, three times daily. 

_ Mi anufactured by the Ucoline Products Company, Chicago, under 

: patent 1,690,091 (Oct. 30, 1928, expires 1945). No U. S. trade 

Ucoline Cod Liver Oil Concentrate Tablets—Each sugar 
coated tablet contains 0.02 gm. of the dry concentrate. They 
are assayed to contain in each tablet not less than 1,000 
U.S.P. X (1925) units of oro 4 and not less than 500 
\.I.M.A. units of vitamin D (according. to the U.S.P. 
Revised, 1934, 1,400 units of vitamin A and 153 units of 
vitamin ID). This represents 1,790 U.S.P. X (1925) units 
of vitamin A (2,506 U.S.P. X, Revised, 1934) and 895 
A.D.M.A. units of vitamin D, (276 U.S.P. X Revised, 1934) 
per gram of tablet 


DENTIFRICES‘ 

McCann’s Tooth Powder: Composition: Each 100 parts 
is stated to contain: sodium chloride, 36 gm.; sodium sul- 
phate (anhydrous) 5 gm.; sodium bicarbonate, 13 gm.; so- 
dium carbonate (monohydrate), 3 gm.; sodium borate, 13 

| gm.; dicalcium phosphate (Victor), 30 gm., and oil of winter- 
green, | gm. 

Claims: McCann’s Tooth Powder is sold as an aid to 

clean the surfaces of the teeth when used with a toothbrush. 


Mz anufactured by Eli Lilly & Co., Indianapolis, Ind., distributed by 
McCann’s Tooth Powder, Danville, Ill. No U. S. Patent. No U. S. 


trademark. 

Ward’s Tooth Powder‘ 

Announcement of acceptance of Ward’s Tooth Powder, 
Montgomery Ward, Chicago, IIl., was announced in the Aug- 
ust,, 1934, isue of THE JourNAL. This description appears in 
Accepted Dental Remedies, 1934. 

Since that time, the firm has notified the Council of its desire 
to discontinue the marketing of so product of the foregoing 
composition under the name of Ward’s Tooth Powder, and 
has submitted therefore a product listed in the description 
helow: 

Ward's Tooth Powder—Composition: Each 100 gm. is 
said to contain tricalcium phosphate (Victor) 25 gm.; cal 


2. Accepted Dental Remedies, 1934, p. 73 
3. Accepted Dental Remedies, 1934, p. 82 
4. Accepted Dental Remedies, 1934, p. 87 
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cium carbonate (Sturge), 70 gm.; castile soap, 4 gm., 
and equal parts of methyl salicylate and oil of peppermint, 
1 gm. 

Claims: Ward’s Tooth Powder is offered as a cleansing 
and polishing agent for the accessible surfaces of the teeth 
when used in conjunction with the toothbrush. 

Distributed by Montgomery Ward, Chicago, Ill. No U. S. patent 
or trademark. 

REVISION OF RULES FOR THE USE OF THE SEAL OF THE 
CounciL ON DENTAL THERAPEUTICS 

Rule 4 of the Rules for the Use of the Seal of the Council 
has been revised to read as follows: 
“The Seal is to be used without comment of its significance 
unless such comment has been previously approved by the 
Council. A statement proposed tor such use follows: “The 
Seal of acceptance denotes that (product named) and adver- 
tisements for it are acceptable to the Council on Dental Thera- 
peutics of the American Dental Association.” The Council 
will not object to any statement which is wholly in accord 
with its own definition of the significance of the Seal. In all 
cases, the statement must be approved by the Council before 
it is used.” 

AN ADDITION TO THE EXPLANATORY NOTES ON THE RULES OF 

THE CoUNCIL ON DENTAL THERAPEUTICS 

The Council has adopted the following general proviso as 
part of the explanatory notes on the Rules of the Council: 
“Firms manufacturing accepted basic products agree that the 
supplying of these products to manufacturers of “trademarked 
dentifrices or other preparations used in dental practice shall 
be contingent upon the observance of an agreement by the 
manufacturers that the name of the American Dental Asso- 
ciation shall not be used in verbal (including radio) or printed 
advertising to exploit dentifrices or preparations unaccepted 
by the Council on Dental Therapeutics of the American Dental 
\ssociation.” 


VITA-CELL—NOT ACCEPTABLE FOR A.D.R. 


The Council has authorized publication of the following report. 

SAMUEL M. Gorpon, Secretary. 

Under the uninformative proprietary name “Vita-Cell,” Godissart and Pyles, Holly- 
wood, Calif., market a series of products: Vita-Cell—Surgical, Vita-Cell—Dental, Vita- 
Cell—Home Treatment, Vita-Cell—Dental Plastic, Vita-Cell—Ointment, Vita-Cell 
Soap. These products have not been submitted to the Council by the firm. 

Many inquiries concerning the preparations have been received by the Council. An 
attempt was made to secure from the firm a statement of the qualitative and quantitative 
composition of the products, and evidence to support the broad claims made in adver- 
tising for the products, but the firm did not submit this information, although it was 
repeatedly requested to do so. 

In addition to its advertising, 
of dentists. 

Vita-Cell is said to be: 

The result of years of research by the Medical Profession and chemists of Europe and more 
recently by dentists and physicians of the United States. A new principle of therapeutics has 
been evolved ... the result... VITA-CELL! 

Vita-Cell is said not to be intended as a cure-all, but on the following pages in an ad 
vertising pamphlet one reads: 


“ 


clinics” on the products have been conducted for groups 


1 
AR 
FIS 
PS 
/ 
am 
ma 
I 
P 
di 
in 
SI 
of 
int 
T( 
ap 
TE 
tor 
irr 
of 
PR 
suf 
na 
to 
ER 
H: 
of 
DI 
PI 
me 
be 
ste 
m 
tis 
me 
fe 
a 


Council on Dental Therapeutics 


VITA-CELL SURGICAL INDICATIONS 


1. ACUTE WOUNDS. 

2. CHRONIC WOUNDS with loss of tissue and considerable decay. DIABETIC and 
ARTERIO-SCLEROTIC GANGRENE ATONIC WOUNDS that have failed to cicatrize. 
FISTULAE, VARICOSE ULCERS, etc. 

3. DERMATOLOGY. Practically all SKIN LESIONS, IMPETIGO, ATHLETES FOOT, 
PSORIASIS, ACNE, RINGWORM, etc., may be temporarily healed. 

4. BURNS and SCALDS—all degrees. 

5. ACUTE and CHRONIC EAR, NOSE and THROAT IRRITATIONS. 

6. SURGERY, GYNECOLOGY, PROCTOCOLOGY, and UROLOGY. 

7. DEODORIZATION. 

Using VITA-CELL “DENTAL PROFESSIONAL.” office treatment, the following results, 
among many others, are commonly obtained: 

VINCENTS-PYORRHEA—Elimination of pus in two to five days’ time in most cases. 

DRY SOCKETS—Relief of pain generally within a half an hour, and the formation of nor- 
mal blood clots in three to five days. 

HYPERTROPHIC TISSUE—Reduced by topical application of VITA-CELL “DENTAL 
PROFESSIONAL,” and prescribing VITA-CELL “DENTAL HOME TREATMENT,” as 
directed on bottle. 

FISTULA OF ACUTE ABSCESS—Elimination of pus with the reduction of the accompany- 
ing toxemia, by irrigation and topical application of VITA-CELL “DENTAL PROFES- 
SIONAL.” 

TRISMUS—Reduced in most instances within thirty minutes, and pain controlled, by use 
of moist gauze dressing with VITA-CELL “DENTAL PROFESSIONAL” placed on, or near 
infection; for example, under third molar flap. If no abscess on apex of tooth or teeth. 

SORE MOUTH caused by BURNS, HERPES, ULCERATIVE STOMATITIS, INFECTED 
TONSILS, and operative procedure, are relieved and healing is greatly stimulated by topical 
application of “DENTAL PROFESSIONAL,” plus the prescribing of VITA-CELL “HOME 
TREATMENT” as a mouth rinse and gargle, as directed on bottle. 

EXTRACTIONS—Promotes healing by stimulating granulation. 

PYORRHEA SURGERY, PRE-OPERATIVE and POST-OPERATIVE—One or more 
topical applications of VITA-CELL “DENTAL PROFESSIONAL” relieves the edema and 
irritation incident to instrumentation. 

EDEMATOUS CONDITIONS—Radical lance operation of the oral cavity in the majority 
of cases becomes no longer imperative because, due to the miscibility of VITA-CELL “DENTAL 
PROFESSIONAL.” in serious exudates, stab lance technique to the seat of infection usually 
suffices to establish drainage for twenty-four hours. The exudates do not close the wound, and 
naturally resolution is consummated in correspondingly shorter time. VITA-CELL technique 
to be used in conjunction with the method of choice, as regards ice packs, compresses, etc. 

DEODORANT—VITA-CELL will aid materially in deodorizing ONION, GARLIC, BEV- 
ERAGE BREATH, and other odors. Used effectively on ETHER MASKS in NASAL IN- 
HALATOR, SPRAY BOTTLE, PROPHYLAXIS, on CANSEROUS TISSUE, and in a glass 
of water at the chair as a mouth wash. 

VITA-CELL IS NOT INTENDED AS A CURE-ALL. IT IS PRODUCED FOR THE 
DENTAL MEDICAL PROFESSION FOR CERTAIN PURPOSES. IT MUST BE AP- 
PLIED SO THAT IT REACHES THE SEAT OF INFECTION OR BURN. 

While the firm refused to divulge the quantitative composition of the product, state- 
ments on the chemistry of the product appear in an advertising pamphlet. This need not 
be discussed in detail further than to call attention to the ridiculousness of many of the 
statements in that booklet under the “Positive” and “Negative” chemistry, whatever that 
may be. An ignorance of chemistry is betrayed by the writer of that part of the adver- 
tising. In any event, the reader is left uninformed as to just what Vita-Cell is. Experi- 
ments conducted in the A.D.A. Bureau of Chemistry indicate that Vita-Cell Dental Pro- 
fessional is a solution of essential oils with an odor of lavender predominating, in an 
aqueous medium of a rosin soap. Rosin soaps are not new. Sheep dip is a solution of 
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creosote in a rosin soap, and reference to the chemical literature reveals that essential 
oils dissolved in rosin soaps have been prepared and used for disinfecting purposes. 

The Council cannot consider for acceptance a product of secret composition, since the 
Council holds that it is not only the right but also the duty of the dentist to be informed 
of the composition of a product that he is asked to use or recommend. It was pointed 
out above that the advertising stated that Vita-Cell is not intended as a cure-all. Never- 
theless, the product is recommended for a host of conditions, from athlete’s foot to 
venereal infections, with pyorrhea, Vincent’s infection, trismus and hypertrophic tissue 
thrown in for good measure. No evidence in support of these claims appears in the medi- 
cal or dental literature or in any of the letters of the firm sent to the Council. Therefore, 
the extensive therapeutic claims for the product may be said to be unsupported. 

If Vita-Cell were “the result of years of research” which the firm’s advertising asserts 
it to be, it is needless to point out that there would not be lacking in the medical or dental 
literature reports on its composition and probable therapeutic value. 

The Vita-Cell Dental XX Home Treatment Package and circular are obviously di- 
rected to the general public, which is in direct conflict with the Council’s rules. The 
Council has repeatedly pointed out the danger of indiscriminate reliance of the public on 
such preparations for all the conditions for which it is claimed to be of value, and also 
the danger to scientific dentistry of a reliance on such unwarranted claims. 

Vita-Cell and the various forms parading under the name Vita-Cell are declared un- 
acceptable for Accepted Dental Remedies because the preparations are of secret compo- 
sition and marketed under a noninformative, proprietary name, with exaggerated and 
unwarranted therapeutic claims, in such a way as to lead to its ill-advised use by the 
public and to mislead the dental profession. 


MORE MISBRANDED DENTAL NOSTRUMS 


Radium Ointment.—Denver Radium Service, Denver, Col. Composition: potassium 
carbonate, isopropyl alcohol, quinine and volatile oils such as camphor, eucalyptol and 
menthol, soap, paraffin compounds, water, and a radioactive substance. The radium con- 
tent was 13.4 millimicrograms per gram. Misbranding was alleged since the radium con- 
tent was negligible. (Notice of Judgment 20351, issued December, 1933.) 

Or-Aid.—Warner’s Renowned Remedies Co., Minneapolis, Minn. Or-San Co., Min 
neapolis, Minn. Composition: zinc chloride, zinc sulphate, boric acid, and water, colored 
green and flavored with peppermint oil. Claims regarding treatment of pyorrhea, trench 
mouth, etc., were false and fraudulent. (Notice of Judgment 20352, issued December, 
1933.) 

Painallay.—Painallay Co., Kansas City, Mo. Composition: cresol (1 per cent), 
glycerin and saccharin and water (98 per cent). Claims regarding treatment of pyorrhea, 
trench mouth or Vincent’s and all mouth and throat infections, were false and fraudulent. 
(Notices of Judgment 20356, 20359, issued December, 1933.) 

Dr. Cates’ Cato Tooth Paste——Cato Chemical Co., St. Louis, Mo. Composition: 
calcium carbonate, potassium chlorate, a magnesium compound, talc and water, flavored 
with peppermint oil. Claims regarding antiseptic and germicide action were false and 
fraudulent. (Notice of Judgment 20357, issued December, 1933.) 

McNess’ Extract of Cod Liver Oil-Tonic.—Furst McNess Co., Freeport, Ill. Furst 
& Thomas Co., Freeport, Ill. Composition: calcium, sodium, iron, manganese, and po- 
tassium compounds, hypophosphites, alkaloids of nux vomica, quinine, malt extract, alco- 
hol (17.3 per cent by volume), sugar and water. The article did not possess vitamin D 
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potency. Claims that it contained the properties of an extract of cod livers were false and 
fraudulent. (Notice of Judgment 20362, issued December, 1933.) 

Pain Oil.—Furst-McNess Co., Freeport, Ill., Furst & Thomas Co., Freeport, II. 
Composition: volatile oils, including mustard oil, methyl salicylate, and eucalyptol, alco- 
hol (60 per cent by volume), and water. Claims for treatment of toothache, etc., were 
false and fraudulent. (Notice of Judgment 20362, issued December, 1933.) 

Menthoform.—Furst-McNess Co., Freeport, Ill., Furst & Thomas Co., Freeport, III. 
Composition: volatile oils, including cassia oil and menthol, formaldehyde, glycerin, alco- 
hol and water, colored with a red dye. Claims for tender gums, bleeding gums, turgid 
gums, receding gums, pyorrhea, etc., were false and fraudulent. (Notice of Judgment 
20362, issued December, 1933.) 

Kemozene.—Select Drug Products Co., Brooklyn, N. Y. Composition: oxyquinoline 
sulphate (0.92 gm. per hundred milliliters) and water. Claims for treatment of inflamed 
or bleeding gums, etc., were false and fraudulent. (Notice of Judgment 20365, issued 
December, 1933.)1 

King’s Ceko Dental Paste—C. G. King & Co., Inc., Providence, R. I. Composition: 
calcium carbonate, potassium chlorate, glycerin, potassium bicarbonate, volatile oils, in- 
cluding anise oil, menthol, and methyl salicylate, gum and water. Claims for treatment of 
the gums, including pyorrhea, were false and fraudulent. (Notice of Judgment 20377, 
issued December, 1933.) 

Premo Aspirin Tablets—Blackman & Blackman, New York City. Premo Labora- 
tories, N. Y. Claims for treatment of toothache, and for use as an antiseptic gargle, etc., 
were false and fraudulent. (Notice of Judgment 20380, issued December, 1933.) 

Arium.—Associated Radium Chemists, Inc., New York City. Composition: radium 
(2.6 millimicrograms per tablet) and strychnine. Claims for beneficial effects were false 
and fraudulent. (Notice of Judgment 20382, issued December, 1933.) 

Pyro-Sana.—Alhosan Chemical Co., St. Louis, Mo. Composition: guaiacol, sugar, 
glycerin and water (approximately 97 per cent) colored with a red dye. Claims for treat- 
ment of mouth and gum infections, pyorrhea and trench mouth, etc., were false and 
fraudulent. (Notice of Judgment 20383, issued December, 1933.) 

Salacephen Tablets.—Llewellyn Laboratories, Inc., Philadelphia, Pa. Composition: 
1.687 grains of acetphenetidin. Claims that each tablet contained 2 grains of acetpheneti- 
din were false and fraudulent. (Notice of Judgment 20394, issued December, 1933.) 

Klinodento Tooth Paste.-—The North American Co., Inc., Laboratories, New London, 
Conn., Drug Company, Puerto Rico, Inc., San Juan, P. R., New England Collapsible 
Tube Co., New London, Conn. Composition: magnesium hydrate and calcium carbonate 
in paste form, flavored with anise oil. Claims regarding development of oxygen in the 
mouth, for pyorrhea, preventing caries, etc., were false and fraudulent. (Notice of 
Judgment 20395, issued December, 1933.) 

Lav-O-Din.—Lav-O-Din Co., Oakland, Calif. Composition: potassium iodide, sodium 
chloride, borax, glycerin, alcohol (7.9 per cent) and water, flavored with cassia oil and 
colored with a red dye. Claims for treatment of pyorrhea, trench mouth, spongy and 
bleeding gums, retarding tooth decay and receding gums were false and fraudulent. 
(Notice of Judgment 20552, issued February, 1934. See also Notices of Judgment 18928, 
issued June, 1932, and 19040, issued July, 1932.) 

Aspirin Tablets—American Pharmaceutical Co., Inc., New York City. Composition: 
approximately 5 grains each of acetylsalicylic acid. Claims for treatment of toothache 
and as an antiseptic gargle, etc., were false and fraudulent. (Notice of Judgment 20559, 


issued February, 1934.) 


1. See also Kemozone, Not Acceptable for A.D.R., Reports of the Council, J.A.D.A., 17 :2303 
(Dec.) 1930. 
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I. L. St. John’s “Magnetic” Brand Oil.—Frank L. Bridinger, Tiffin, Ohio. Compo- 
sition: small proportions of turpentine oil and rosin, chloroform, alcohol and water. 
Claims regarding toothache, etc., were false and fraudulent. (Notice of Judgment 20571, 
issued February, 1934.) 

A. C. H. Ku-Rill—A. C. Hynd Corporation, Buffalo, N. Y. Composition: sodium 
chloride, phenol, amyl acetate and acetone, alcohol and water, colored with a pink dye. 
Claims for use as a mouth wash and in treatment of sore mouth, canker, pyorrhea, etc., 
were false and fraudulent. (Notice of Judgment 20590, issued February, 1934.) 

Dr. Pirtle’s Germ-Oil—Germ-Oil Co., Jonestown, Miss. Composition: cottonseed 
oil, turpentine oil and sulphur. Claims regarding treatment of toothache, etc., were false 
and fraudulent. (Notice of Judgment 20591, issued February, 1934. See also Notice of 
Judgment 18325, issued January, 1932.) 

Adium-Active Radium Ointment.—Adium Products, Inc., Battle Creek, Mich. Com- 
position: petrolatum and powdered mineral matter. It contained a negligible trace of 
radium (less than 5 millimicrograms of radium per grain of article). Claims for radium 
therapy were false and fraudulent. (Notice of Judgment 20732, issued February, 1934.) 

Vita Salve and Ol De Vita.—Bika Biochemical Laboratories, Philadelphia, Pa. Com- 
position: Ol De Vita: essential oils, including peppermint oil. Vita salve: petrolatum, 
paraffin, and 21.4 per cent of volatile oils, including peppermint oil and methyl salicylate. 
Claims for treatment of toothache, etc., were false and fraudulent. (Notice of Judg- 
ment 20744, issued February, 1934.) 

Veronica Water.—Veronica Mineral Springs Co., Chicago, Ill. Composition: mineral 
water containing epsom salt and other salts commonly found in ground water. Claims 
for curative or therapeutic effects were false and fraudulent. (Notice of Judgment 
20747, issued February, 1934.) 

Lav-O-Din.—Western Chemical Co., Hutchinson, Minn. Composition: potassium 
iodide, sodium chloride, carbonates, alcohol (7.8 per cent by volume) and water, flavored 
with cinnamon oil. Claims for pyorrhea, retarding tooth decay, trench mouth, bleeding 
gums, etc., were false and fraudulent. (Notice of Judgment 20876, issued June, 1934.) 

I-den-tine Dental Cream, Dr. Wayne’s Dental Cream, and Orident Dental Cream.— 
Trade Laboratories, Inc., Newark, N. J. Composition: calcium phosphate, calcium sul- 
phate, gum, pepsin and an iodide, glycerin and water, flavored with peppermint oil. Claims 
for treatment of bleeding gums and pyorrhea were false and fraudulent. (Notice of 
Judgment 20878, issued June, 1934.) 

Frigidine Tooth Paste.—Frigidine, Inc., New York City. Composition: calcium car- 
bonate, soap, a magnesium compound, carbon tetrachloride (1.2 per cent), gum, glycer- 
ine, and water, flavored with peppermint oil. Claims for treatment of pyorrhea, pre 
vention of oral decay, aiding the flow of saliva, etc., were false and fraudulent. (Notice 
of Judgment 20888, issued June, 1934.) 

Nuran Tablets.—LaSalle Laboratories, Detroit, Mich. Composition: acetphenetidin, 
1.8 grains, acetylsalicylic acid, 3.7 grains, and caffeine, 0.25 grain each tablet. Claims for 
treatment of toothache, etc., were false and fraudulent. (Notice of Judgment 20892, is- 
sued June, 1934.) 

Dunlop Pyorrhea Paste-—Emme Dental Specialty Co., St. Paul, Minn. Composition: 
boric acid, glycerin, alcohol (4.4 per cent by weight) and water, flavored with pepper- 
mint oil. Claims for pyorrhea and mouth diseases were false and fraudulent. (Notice 
of Judgment 20910, issued June, 1934. See also Notices of Judgment 19161 and 19158, 
issued October, 1932.) 

Ethyl Borate—Emme Dental Specialty Co., St. Paul, Minn. Composition: boric acid 
(alcohol 1 per cent by volume), and water flavored with oil of peppermint. Claims for it 
as an antiseptic mouth wash and in treatment of pyorrhea, trench mouth, purulent alve- 
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olitis, pus diseases, etc., were false and fraudulent. (Notice of Judgment 20914, issued 
June, 1934.) 

Aspirin Tablets—American Pharmaceutical Co., Inc., New York City, Aspirin Co., 
of America. Claims for treatment of toothache and as an antiseptic gargle, etc., were 
false and fraudulent. (Notice of Judgment 20917, issued June, 1934.) 

Pyrodento.—Pyrodento Co., Baltimore, Md. Composition: saccharin, benzoic acid and 
volatile oils including menthol, thymol, cassia oil and clove oil, alcohol (18.4 per cent by 
volume) and water. Claims for it as an antiseptic gargle and mouth wash were false 
and fraudulent. (Notice of Judgment 20920, issued June, 1934.) 

Gin-ga-sol.—Gingasol Laboratories, Inc., Winner, S. D. Composition: potassium 
chlorate and potassium chloride, a trace of a substance yielding free chlorine, alcohol (2.1 
per cent by volume), glycerin and water. Claims for sore and bleeding gums, pyorrhea, 
trench mouth, gingivitis, etc., were false and fraudulent. (Notice of Judgment 20930, 
issued June, 1934.) 

Nofal.—Lifol Co., Tulsa, Okla. Composition: coal tar creosote, rosin soap, alcohol 
and water. Claims for treatment of pyorrhea, bleeding gums, etc., were false and fraudu- 
lent. (Notice of Judgment 20948, issued June, 1934.) 

Sodium Perborate-——American Pharmaceutical Co., Inc., New York City. Composi- 
tion: sodium perborate, flavored with spearmint oil. Bacteriologic examination showed 
that the product was not antiseptic when used as a mouth wash. Claims for the treat- 
ment of pyorrhea, trench mouth, gingivitis and as an antiseptic mouth wash were false 
and fraudulent. (Notice of Judgment 21176, August, 1934.) 

Rayburn’s Easy Antiseptic.—W. S. Rayburn & Sons, Chicago, Ill. Composition: 
petrolatum, benzaldehyde, camphor and a coloring material. Claims for antiseptic action 
were false and fraudulent. (Notice of Judgment 21180, issued August, 1934.) 

Radumac.—Walter Gerke, Sacramento, Calif., and McKesson-Kirk-Geary Co., Sacra- 
mento, Calif. Composition: water solution of ferrous and ferric sulphates with traces of 
aluminum, zinc and sodium compounds including phosphate. Claims regarding ‘Teeth: 
Loose, Sore; Bleeding Gums; Pus About Teeth...” were false and fraudulent. (Notice 
of Judgment 21181, issued August, 1934.) 

Grimes’ Ointment.—Grimes Ointment Co., Ellen Garey, Los Angeles, Calif. Com- 
position: Volatile oils including camphor, reducing sugars such as honey, glycerin, rosin 
and opium extract incorporated in an ointment base such as petrolatum and tallow. 
Claims for pyorrhea, etc., were false and fraudulent. (Notice of Judgment 21183, is- 
sued August, 1934.) 

Thor’s Vitamin Compound.—Thor Pharmacal Co., Atlanta, Ga. Composition: plant 
material including nux vomica and a laxative drug, compounds of iron and copper, 
phenolphthalein, and yeast. Biologic examination showed that the article was worthless 
as a source of vitamin D. Claims for curative and therapeutic effects were false and 
fraudulent. (Notice of Judgment 21189, issued August, 1934.) 

Mayo’s Dentifrice—Mayo’s Laboratories, Inc., Oklahoma City, Okla. Composition: 
sodium sulphocarbolate, soap, glycerin and water, colored with a red dye. Claims for 
trench mouth and gum troubles, pyorrhea, Rigg’s disease, etc., were false and fraudulent. 
(Notice of Judgment 21203, issued August, 1934.) 

Merrell’s Penetrating Oil—Dick Dunn Drug Products Co., St. Louis, Mo. Compo 
sition: volatile oils including turpentine oil and eucalyptol. Claims for aching teeth, etc., 
were false and fraudulent. (Notice of Judgment 21205, issued August, 1934.) 

Pine-O-Sol.—Purity Chemical Products Co., Santa Rosa, Calif. Composition: mineral 
oil (61 per cent) and pine oil (39 per cent). Antiseptic claims were false and fraudulent. 
(Notice of Judgment 21211, issued August, 1934.) 

Catalyn.—Vitamin Products Co., Milwaukee, Wis. Composition: plant material in- 
cluding wheat bran, wheat starch, glandular material including epinephrine and milk 
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sugar. Claims that it “. . . supplies the vital elements necessary for normal functioning 
of the human system .. . has the remarkable property of promoting vitality and aiding 
nature in restoring the organs to normal function,” acts as a “catalyst,” etc., were false 
and fraudulent. (Notice of Judgment 21213, issued August, 1934.) 

Regum Mouth Paste.—Morgan & Sampson, San Francisco, Calif. Composition: cal- 
cium carbonate, glycerin, soap, small proportions of zinc chloride and resins, and water 
flavored with aromatics. Claims for treatment of bleeding gums and pyorrhea, retarding 
the formation of tartar and as an active antiseptic were false and fraudulent. (Notice 
of Judgment 21221, issued August, 1934.) 

G.C.C. Golden Chemical Compound.—International Chemical Co., Topeka, Kan. 
Composition: iron sulphate in water. Claims for sore mouth, bleeding gums, pyorrhea 
and trench mouth were false and fraudulent. (Notice of Judgment 21222, issued August, 
1934.) 

Cre-Cal-Co.—Creo Chemical Co., San Antonio, Tex. Composition: phenolic substance, 
such as creosote, and approximately 99 per cent water. Claims of an antiseptic action 
were false and fraudulent. (Notice of Judgment 21224, issued August, 1934.) 

Edrolax.—Edros Natural Products, Inc., New York City. Composition: a mixture of 
seed of Plantago ovata, P. psyllium, P. lanceolata, and lallemantia, royelana, agar-agar 
and caramel. Claims for it as an accessory food were false and fraudulent. (Notice of 
Judgment 21226, issued August, 1934.) 

Dr. E. A. Welters Wonderful Tooth Powder.—E. A. Welters Tooth Powder Co., 
Chicago, Ill. Composition: calcium carbonate, soap, and alum flavored with peppermint 
oil and sweetened with saccharin. Claims for preventing decay and “toughening” tender 
gums were false and fraudulent. (Notice of Judgment 21247, issued August, 1934. See 
also Notice of Judgment 18335, issued January, 1932; Notice of Judgment 18746, issued 
May, 1932, and Notice of Judgment 19031, issued July, 1932.) 

Apinol.—Apinol .Corporation, Wilmington, N. C. Composition: Essentially pine oil. 
Claims for combating pyorrhea, etc., were false and fraudulent. (Notice of Judgment 
21248, issued August, 1934.) 

Lee’s Antiseptine Powder—Moore & Co., Inc., Worcester, Mass. Composition: 
“Aluminum Sulphate . . . Oxyquinolin Sulphate.” The product contained no aluminum 
sulphate and no oxyquinolin sulphate. Claims as a germicide were false and fraudulent. 
(Notice of Judgment 21259, issued August, 1934.) 

M R Son Pink Wonders.—M. R. Son Co., Inc., Boston, Mass. Composition: 2.5 grains 
of acetphenetidin (a derivative of acetanilid) and 3.5 grains of acetylsalicylic acid each 
tablet. Claims for treatment of toothache, etc., were false and fraudulent. (Notice of 
Judgment 21502, issued August, 1934.) 

Rx A. §. Royce Antiseptic Solution—National Medical Products Co., Los Angeles, 
Calif. Composition: boric acid (0.5 gram per hundred milliliters), traces of volatile oils, 
including methyl salicylate and thymol, oxyquinoline sulphate and water. Claims for 
pyorrhea, gingivitis, etc., were false and fraudulent. (Notice of Judgment 21507, issued 
August, 1934.) 

Zinc-O-Cide-—Weinberger Drug Stores, Inc., Cleveland, Ohio. Composition: zinc 
chloride, small proportions of volatile oils including menthol, clove oil and cassia oil, 
saccharin, alcohol, and water, colored with a red dye. Claims for pyorrhea treatment 
and ability to keep the gums firm and healthy, were false and fraudulent. (Notice of 
Judgment 21515, issued August, 1934.) 

Key Tasteless Cod Liver Extract Tablets—Key Laboratories, Chicago, Ill. Compo- 
sition: starch, sugar and talc in which was incorporated 8.3 mg. per tablet of chloroform- 
soluble material including fatty material and an extract from a bitter drug, coated with 
calcium carbonate and colored with iron oxide. Claims for strengthening the teeth, etc., 
were false and fraudulent. (Notice of Judgment 21518, issued August, 1934.) 
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Dentoris—Ford Hopkins Co., Chicago, Ill. Composition: boric acid, small propor- 
tions of thymol and salicylic acid, alcohol and water, colored with a yellow dye. Claims 
for tender, bleeding gums, pyorrhea, keeping the gums firm, etc., were false and fraudu- 
lent. (Notice of Judgment 21546, issued August, 1934.) 

Sterodent Prophylactic Cleanser and Steraseptic Tablets.—Sterile Products Co., San 
Diego, Calif. Composition: (Cleanser) powdered silicate, calcium carbonate, borax, and 
glycerin, flavored with spearmint oil and colored with a pink dye. Aluminum sulphate 
and lactose, flavored with peppermint oil and colored with a red dye (tablets). Claims 
for treatment of Vincent’s infection (cleanser), pyorrhea, infected gums (tablets), etc., 
were false and fraudulent. (Notice of Judgment 21552, issued August, 1934.) 

Liberty Liniment.—Clyde Collins Chemical Co., Memphis, Tenn. Composition: 
petroleum distillate, such as kerosene, and a small proportion of methyl salicylate. Claims 
for toothache, etc., were false and fraudulent. (Notice of Judgment 21556, issued 
August, 1934.) 

Aspirin Tablets—Blackman & Blackman, Inc., New York City. Claims for toothache, 
etc., were false and fraudulent. (Notice of Judgment 21571, issued August, 1934.) 

Salomint Dental Cream.—New England Collapsible Tube Co., New London, Conn., 
Sal-O-Dent Laboratories, Inc., Pittsburgh, Pa. Composition: calcium carbonate, 
magnesium hydroxide, sodium chloride, soap, and water with flavoring and coloring ma- 
terial. Claims for the treatment of soft flabby gums, receding gums and tender bleeding 
gums were false and fraudulent. (Notice of Judgment 21576, issued August, 1934.) 

Parkelp.—Philip R. Park Laboratories, Inc., Chicago, Ill. Composition: ground plant 
material yielding 29 per cent of ash consisting of compounds of calcium, magnesium, iron, 
manganese, copper, sodium, potassium, sulphur, phosphorus and iodine. Claims for sup- 
plying needed food minerals were false and fraudulent. (Notice of Judgment 21583, is- 
sued August, 1934.) 

Pyro-Sana Tooth Paste——Alhosan Chemical Co., St. Louis, Mo. Composition: cal- 
cium carbonate, soap, glycerin, creosote and water. Claims for treatment of pyorrhea, 
preserving the gums, etc., were false and fraudulent. (Notice of Judgment 21588, issued 
August, 1934. See also Notice of Judgment 20383, issued December, 1933.) 

A-Vol Tablets—D. P. C. Laboratories, Holton, Kan. Composition: 1.3 grains to 1.5 
grains of acetphenetidin, each tablet. Claims to relieve pain were false and fraudulent. 
(Notice of Judgment 21596, issued August, 1934. See also Notice of Judgment 22018, 
issued September, 1934.) 

Medisalt.—Carey Salt Co., Hutchinson, Kan. Composition: sodium chloride, mag- 
nesium carbonate, and water, favored with menthol and cassia oil. Claims for stimulating 
the activity of the gums, as a gargle for mouth, etc., were false and fraudulent. (Notice 
of Judgment 21599, issued August, 1934.) 

Phenlin-Oris.—John H. Wood Co., Philadelphia, Pa. Composition: ointment with a 
petrolatum and paraffin base containing small proportions of cresylic acid and water. 
Claims as a preventive against infection were false and fraudulent. Bacteriologic exami- 
nation showed the product was not antiseptic. (Notice of Judgment 21781, issued Sep- 
tember, 1934.) 

Tru-Aspingum and Tru-Koff-Ade—Tru-Lax Manufacturing Co., Newark, N. J. 
Composition: Tru-Aspingum: acetylsalicylic acid and salicylic acid incorporated in a 
mixture of sugar, starch and gum; Tru-Koff-Ade: peppermint oil, 
such as red pepper, and a trace of an alkaloid, incorporated in a mixture of sugar, starch 
and gum. Claims for “sore spots in the mouth...” and “. . . irritations of the throat 
and mouth” were false and fraudulent. (Notice of Judgment 21782, issued September, 
1934.) 


Giles’ Germicide—Giles Remedy Co., and Sanford F. Giles, Chicago, TIl. 
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sition: linseed oil, camphor and ether. Claims for toothache, etc., were false and fraudu- 
lent. (Notice of Judgment 21787, issued September, 1934.) 

Aspirsal—Charles M. Hick and Charles M. Hick & Co., Chicago, II]. Composition: 
acetylsalicylic acid (4.5 grains per tablet) and phenolphthalein. Claims for toothache, etc., 
were false and fraudulent. (Notice of Judgment 21791, issued September, 1934.) 

Riggs’-O-Dean Mouth Wash.—Riggs’-O-Dean Products, Inc., and Isaac Platt, Chi- 
cago, Ill. Composition: potassium iodide, tannic acid, volatile oils, including peppermint 
oil and cassia oil, a trace of aconitine, alcohol (2.7 per cent by volume) and water, col- 
ored with a yellow dye. Claims for treatment of trench mouth, “to assist in removing 
mucin plaque...” as “treatment, remedy, and cure for pyorrhea, gingivitis, and receding 
gums,” were false and fraudulent. (Notice of Judgment 21797, issued September, 1934.) 

Pyroligneous Compound No. | and Pyroligneous Compound No, 2.—Lester Tilton and 
Tilton Laboratories, Clinton, Iowa. Composition: (No. 1) ammonium carbonate, am- 
monium hydroxide, and pyridine and water (approximately 98 per cent); (No. 2) am- 
monium hydroxide and pyridine, a trace of a phenolic substance and water (approximately 
98 per cent). Claims for treatment of sore mouth, pyorrhea, etc., were false and fraudu- 
lent. (Notice of Judgment 21801, issued September, 1934.) 

Ora-Noid Mouth Powder.—Ora-Noid Co., Chicago, Ill. Composition: salt, chalk 
bicarbonate of soda, calcium phosphate, magnesium phosphate, potassium phosphate, so 
dium phosphate, magnesium sulphate, potassium sulphate, bicarbonate of potassium and 
cinnamon and clove flavoring. Claims for treatment of pyorrhea, trench mouth, gingivitis, 
and that it “draws the germs out of the crypts in the tissues.” etc., were false and fraudu 
lent. (Notice of Judgment 21803, issued September, 1934.) 

Pyradium.—Radium Remedies Co., Minneapolis, Minn. Composition: zinc sulphate, 
sodium chloride, boric acid, glycerine and water, flavored with peppermint oil. Claims 
for pyorrhea, trench mouth, bleeding gums, etc., were false and fraudulent. (Notice of 
Judgment 21812, issued September, 1934. See also Notice of Judgment 18371, issued 
February, 1932, and Notice of Judgment 19166, issued October, 1932.) 

Dunlop Pyorrhea Paste—Emme Dental Specialty Co., St. Paul, Minn. Composition: 
boric acid, glycerin, peppermint oil, water and alcohol 3 per cent by weight. Claims for 
pyorrhea and mouth diseases were false and fraudulent. (Notice of Judgment 21817, 
issued September, 1934. See also Notice of Judgment 19161, issued October, 1932; 
Notice of Judgment 19158, issued October, 1932, and Notice of Judgment 20910, issued 
June, 1934.) 

Pyorrhea Remedy.—A. J. Holden, Rawlings, Wyo. Composition: extracts of plant 
drugs, salicylic acid and water. Claims for treatment of pyorrhea, Vincent’s infection, 
gingivitis, sore gums, etc., were false and fraudulent. (Notice of Judgment 21821, issued 
September, 1934.) 

PX for Personal Hygiene-—P. X. Products Co., Detroit, Mich., and Los Angeles, 
Calif. Composition: zinc chloride, sodium chloride, ammonium alum and water. Claims 
for treatment of pyorrhea, trench mouth, etc., were false and fraudulent. (Notice ot 
Judgment 21825, issued September, 1934.) 

Novonol Ointment and the Belmont Germicide.—Fred Harlow Smith, Belmont Co., 
Springfield, Mass. Composition: Ointment: local anesthetic, such as procaine hydro 
chloride, incorporated in a mixture of fatty acids and petrolatum; germicide: sodium 
chloride, borax, camphor, menthol and methyl salicylate. Claims as an antiseptic and 
germicide were false and fraudulent. (Notice of Judgment 21976, issued September, 
1934.) 

Styp-Strin-Gant.—Lawrence Chemical Co., Atlanta, Ga. Composition: potassium 
iodide, formaldehyde, tannic acid, glycerin and water. Claims for treatment of pyorrhea, 
sore gums, gum troubles, soft and spongy gums, and Rigg’s disease were false and fraudu- 
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lent. (Notice of Judgment 21988, issued September, 1934. See also Notice of Judgment 
18210, issued October, 1931.) 

Zepyrol.—Stearns-Hollinshead Co., Inc., Portland, Ore. Composition: zinc chloride, 
sodium chloride, glycerin, saccharin, alcohol (2.5 per cent by volume) and water flavored 
with aromatics and colored with a red dye. Claims for relieving pyorrhea and germ dis- 
eases, aS a germicide for the mouth, etc., were false and fraudulent. (Notice of Judg- 
ment 22002, issued September, 1934.) 

I-den-tine Dental Cream.—Trade Laboratories, Inc., Newark, N. J. Composition: 
calcium sulphate, calcium phosphate, small proportions of glycerin and soap, traces of 
pepsin and an iodine compound, and water flavored with peppermint oil. Claims for 
pyorrhea and bleeding gums were false and fraudulent. (Notice of Judgment 22006, 
issued September, 1934.) 

Osmo Kaolin.—E. Fougera & Co., Inc., New York City. Composition: fine, soft 
clay containing no organic material nor any mineral salts. Claims for relieving pain 
and swelling of local inflammation, etc., were false and fraudulent. (Notice of Judg- 
ment 22178, issued September, 1934.) 

Phytamin Tablets.——Phytamin Corporation, New York City or Battle Creek, Mich. 
Composition: brown sugar-coated tablets containing calcium phosphate, iron phosphate, 
extracts of plant drugs, small proportions of sodium, potassium, iodine and carbonate 
compounds, volatile oils including oil of cinnamon and oil of cloves, a fixed oil, starch and 
yeast. Claims for vitamin therapy were false and fraudulent. (Notice of Judgment 
22184, issued September, 1934.) 

Ru-Co Aspirin—Clyde Collins Chemical Co., Memphis, Tenn. Composition: 4.8 
grains of acetylsalicylic acid to each tablet. Claims for treatment of toothache, etc., were 
false and fraudulent. (Notice of Judgment 22189, issued September, 1934.) 

Salomint Dental Cream.—Sal-O-Dent Laboratories, Inc., St. Louis, Mo. Composi- 
tion: calcium carbonate, magnesium hydroxide, sodium chloride, soap, and water together 
with peppermint oil and red coloring in one variety and mint oil and green coloring in 
the other. Claims for receding gums, tender bleeding gums, etc., were false and fraudu 
lent. (Notice of Judgment 22192, issued September, 1934. See also Notice of Judgment 
21576, issued August, 1934.) 

Parkelp.—Philip R. Park Laboratories, Inc., Chicago, Ill. Composition: ground plant 
material containing such inorganic constituents as compounds of sulphur, iodine, phos 
phorus, calcium, sodium, potassium, magnesium, iron, manganese and copper as commonly 
occurs in plants. Claims for vitamin therapy were false and fraudulent. (Notice of 
Judgment 22194, issued September, 1934. See also Notice of Judgment 20911, issued 
June, 1934, and Notice of Judgment 21583, issued August, 1934.) 

Petro-Ido.—White Specific Toilet Co., Nashville, Tenn. Composition: 0.05 per cent 
iodine dissolved in mineral oils. Claims as an antiseptic oil for sore mouth, etc., were 
false and fraudulent. (Notice of Judgment 22198, issued September, 1934.) 

Furstenberg’s Felsol—American Felsol Co., New York City. Composition: antipyrine 
(phenazone), acetphenetidin (a derivative of acetanilid), caffeine and an iodine compound. 
Claims for curative and therapeutic effects were false and fraudulent. (Notice of Judg- 
ment 22328, issued November, 1934. See also Notice of Judgment 22341, issued Novem- 
ber, 1934.) 

Kelp-A-Malt.—Allied Laboratories, New York City. The Kelpamalt Company, New 
York City. Composition: ground vegetable material, starch, malt extract, and 14.9 per 
cent of ash (mineral matter) including compounds of copper, manganese, iron, magnesium, 
calcium, potassium, silica, phosphorus and iodine. Claims for curative properties in cer- 
tain deficiency diseases, etc., were false and fraudulent. (Notice of Judgment 22338, is- 


sued November, 1934.) 
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INCIPIENT ORTHODONTIC NEEDS* 


By HENRY F. HOFFMAN, D.D.S., F.A.C.D., Denver, Colo. 


HILE the discussion of technical 

procedures has made necessary the 

organization of the sections on 
Mouth Hygiene and Preventive Dentis- 
try and on Orthodontia, we should be 
ever cognizant that, in service, our ob- 
jectives are identical; that we are all 
specializing in the great field of preven- 
tion. 

This paper is not intended as the basis 
for a complete orthodontic diagnosis. A 
diagnosis of orthodontic needs requires 
special education and experience, aided 
by roentgenographic examination, models 
and photographs. I will merely attempt 
in this presentation to illustrate some of 
the most definite abnormalities occurring 
commonly among young children and 
calling for immediate attention, but 
which are only too frequently overlooked 
by the general practitioner or the pedo- 
dontist at that age when the abnormality 
could most easily be corrected. 

Cases in children 10 years of age or 
older, with complicated conditions which 
could have been prevented by a short 
period of treatment had the malocclusion 
been detected and treated in its incipiency, 
are continually seeking orthodontic treat- 
ment. 

Several years ago, the theory was ad- 

*Read before the Section on Mouth Hygiene 
and Preventive Dentistry at the Seventy-Sixth 
Annual Session of the American Dental As- 


sociation, St. Paul, Minn., Aug. 8, 1934. 


Jour. A.D.A., April, 1935 


vanced that every denture which failed 
to show arch development conforming to 
the accepted ideal of development at 5 
or 5$ years of age was in malocclusion 
and should have immediate treatment to 
insure the proper eruption of the perma- 
nent teeth. 

This theory, coming from the mouths 
of authorities, was quite generally ac- 
cepted, with questions and reservations by 
some, but blindly by many, the result be- 
ing simply amazing from the immediate 
economic standpoint of the orthodontist. 
Countless cases were started without 
other evidence of the need for treatment 
than was indicated by this theory, and 
treatment was continued in an effort to 
anticipate the future moves of nature. 

Many of these with good luck, under 
skilful hands, capable of visualizing the 
individual development to take place, 
with reasonable immunity to caries on the 
part of the patient and with efficient 
prophylaxis, have met with no physical 
harm and have terminated their years of 
treatment with dentures as good or even 
somewhat better than nature, unaided, 
might have supplied. Others, less fortu- 
nate in having all those features tending 
toward a successful termination of pro- 
longed orthodontic treatment, such as 
immunity to caries, careful and continued 
prophylaxis and treatment by operators 
able to anticipate the needs of nature, did 
not fare so well, and stand today as 
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monuments to the lasting disgrace of this 
dogmatic theory. 

With the passing of time, operators 
and research workers, by records, obser- 
vations and clinical experience, have dis- 
proved the infallibility of this theory, and 
we now recognize that many other fac- 
tors must be taken into account before 
even attempting to foretell what, in 
many cases, may develop into a real mal- 
occlusion in the adult denture. 

It is not within the province of this 
paper to even hint at what should be 
done or when treatment should be begun 
with the usual types of malocclusion or 
apparent malocclusion, as this is often a 


Fig. 1—Maxillary left permanent central 
and deciduous lateral incisors and cuspid in 
lingual occlusion. Correction required six 
weeks’ treatment. 


problem for the experienced orthodontist 
in comparison with which the technical 
requirements for conducting successful 
treatment are insignificant. 

Many of the younger cases should, 
after having complete and accurate rec- 
ords made, including roentgenograms and 
models, be placed under observation until 
such time as the trend of development, 
the advisability of treatment and the 
period when it might best be started can 
be better judged. 

The ability to place appliances on 
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teeth does not meet a major requirement 
for the practice of orthodontia. The real 
test of an orthodontist lies in his ability 
to recognize the biologic processes ac- 
companying the development of a den- 


ture. 
A study of the records of a large group 
of children receiving no orthodontic in- 


Fig. 2.—Maxillary right central incisor in 
lingual occlusion. 


Fig. 3.—Maxillary right central incisor in 
lingual occlusion. The mandibular right cen- 
tral incisor was crowded out of line labially; 
which caused recession of the gingival tissues. 
The patient was aged 8 years and 9 months. 


terference, covering the period to the 
completion of the permanent denture, is 
in itself a conclusive proof that immediate 
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interference is not universally desirable 
at an early age.’ 

There are certain types of incipient 
malocclusion in which immediate inter- 
ference is indicated and concerning which 
no question exists as to the advisability 
of immediate treatment. While these 
cases should be easily diagnosed by any 


These are, in the main, those types 
which offer, through the malocclusion of 
one or more teeth, mechanical interfer- 
ence with development. Because of the 
changes taking place during the develop- 
mental period in the alveolar process and 
the maxillary and facial bones, mechan- 
ical interference in the occlusion, if un- 


Fig. 4.—Left: Six anterior maxillary deciduous teeth in lingual occlusion. The case was treated 
six months only. Right: Appearance of case five and one-half years after treatment. 


Fig. 5.—Left: Maxillary deciduous teeth on left side in lingual occlusion. The case was 
treated seven months only. Right: Appearance of case six and one-half years after treatment. 


dentist, they are frequently overlooked 
until complicated malocclusion has de- 
veloped. 


1. Lewis, S. J., Proper Time to Start Ortho- 
dontic Treatment, J.A.D.A., 20:693 (April) 
1933, 


corrected, is generally accompanied by a 
progressively increasing malocclusion. 
Although, as I have said, these cases 
are easily diagnosed, they are, notwith- 
standing, frequently overlooked at the 
time that they first become evident and 
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when they could be most easily corrected. 
That they are overlooked is evidenced by 
the large number later coming to ortho- 
dontists, and which, although they have 
been under the regular care of a dentist, 
have received no suggestion of need for 
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cient examination rather than indiffer- 
ence. 

The general practitioner, wishing to 
give his patients economic service should 
be on the alert to detect the first evidence 
of these early types of malocclusion, 


Fig. 6.—Maxillary deciduous teeth and first permanent molar on left side in lingual occlu- 
sion. Left: Case treated twelve months. Right: Case treated seven months. 


Fig. 7.—Left: Maxillary left first bicuspid in buccal occlusion. Right: Occlusion as corrected 
in three months. 


treatment until they present very evident 
examples of malocclusion. In many of 
these cases, I am forced to believe that the 
early evidences of malocclusion have 
simply been overlooked through insuffi- 


which can be so easily and permanently 
corrected. 

The chief cause of failure to recognize 
these conditions is doubtless ‘failure to 
»bserve the occlusion closely. Often, the 
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individual arches show little or no evi- 
dence of malocclusion when examined 
separately, but observed in occlusion pre- 
sent some marked departure from normal, 
which, through the forces of occlusion, 
prevent normal development. 

As this is not a discourse on treatment 
I shall show treated dentures only when 
necessary to demonstrate the point de- 
sired. 

Maxillary and mandibular incisors in 
lingual or labial occlusien are perhaps the 
most frequently encountered. This con- 
dition is the most easily corrected unless 
complicated with other conditions, such 


Fig. 8.—Left maxillary first bicuspid and 
second molar in labial occlusion; case in which 
a much longer peviod of treatment will be re- 
quired. 


as contraction of the arches. Most of 
these cases, when the arches are observed 
separately, as with the mouth open, give 
little cause for apprehension or, at most, 
they fail to show the condition of great- 
est concern; but with the teeth in occlu- 
sion, the malocclusion becomes instantly 
apparent, and it should be evident to even 
the most inexperienced that the forces of 
occlusion offer a mechanical jnterference 
with normal development. 


Figure 1 shows a case, in a child aged 
8, which was treated only six weeks, 
treatment of the deciduous lateral in- 
cisor and cuspid being assisted by grind- 
ing. The maxillary permanent lateral in- 
cisors may require treatment when they 
erupt, but no appliances are needed in the 
meantime, and the prognosis for but little 
if any future treatment is very favorable. 

Economically this is an excellent case 
to discuss. This was the child of an un- 
employed family having a very small in- 
come. They could pay a profitable fee 
for the service required at this time, but 
had the case been allowed to progress to 
a complicated malocclusion, the collection 
of a profitable fee would have been im- 


Fig. 9.—Loss of mandibular right cuspid, 
with space nearly closed; in a child aged 7. 


possible and the case would necessarily 
have either received no treatment or have 
been treated as a charity case. 

In Figure 2, a denture is shown which, 
crowded as the anterior teeth appear, does 
not give indications as to how serious the 
malocclusion is until the teeth are exam- 
ined in occlusion, when it is seen that the 
mandibular right central incisor is in 
lingual occlusion, a condition effectively 
preventing normal development. This 
case, in a child aged 84, was treated but 
three and a half months, the denture de- 
veloping very satisfactorily without fur- 
ther treatment. 
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Figure 3 shows the case of a child 
aged 8 years and 9 months which was not 
referred by a dentist, but in which the 
mother discovered that the mandibular 
right central incisor was extremely loose 
and fortunately became worried. The 
position of the maxillary central incisors 
were corrected in about three months, 
but additional treatment to make space 
for the lateral incisors was indicated, 
after which the patient was without ap- 
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ably to failure of the gingival margin of 
the alveolus to develop. Such a recession 
is permanent and is frequently a cause of 
periodontal disease in later life.? 

Figure 4, left, shows a case in a child 
aged 6 who had the upper six anterior 
teeth in lingual occlusion and a definite 
mandibular protrusion. It was treated 
five and a half months. Figure 4, right, 
shows the case seven years later with no 
further treatment. Certainly a strong 


Fig. 10.—Loss of maxillary left and mandibular right cuspids, with spaces entirely closed; 


in a child aged 9. 


pliances of any kind until the eruption of 
the second permanent molars. Without 
more treatment than was necessary to 
correct the position of the central in- 
cisors, this case would have developed 
into a functionally satisfactory denture. 

When one tooth erupts so far labially 
as did this right mandibular central in- 
cisor, there is generally a recession of the 
gingival edge of the alveolus, due prob- 


argument for early treatment of such 
conditions. 

The next type of malocclusion of 
which I wish to speak is that commonly 
referred to as cross bite. 


2. Hirschfeld, Isadore: Periodontist’s Ap- 
preciation of Orthodontia, D. Cosmos, 66 :725 
(July) 1924. Hoffman, H. F., Influence of 
Orthodontia on Treatment and Prevention of 
Periodontal: Disease, J.A.D.A., 18:1963 (Oct.) 
1931, 
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Figure 5, left, is from the case of a 
child aged 5 years and 9 months, who 
had the mandibular teeth from the cus- 
pid distally, on the left, in buccal occlu- 
sion and the median line of the mandible 
to the left of the median line of the max- 
illa. This case was treated seven months 
and received no subsequent treatment. 
Figure 5, right, shows the case six and a 
half years after treatment. Before treat- 
ment, the arches, observed separately, 
would not have disclosed a malocclusion. 
Had this malocclusion not been detected 
and treated at an early age, the result 
would have been a difficult and pro- 


These should be corrected at the earliest 
possible moment. Figure 7, left, shows a 
typical case which required three months’ 
treatment. In Figure 7, right, although 
the bicuspids are noticeably out of line, 
the malocclusion might easily have been 
overlooked, unless the teeth had been ob- 
served in occlusion. 

Figure 8 shows another case in a child 
somewhat older in which the first bi- 
cuspid and second permanent molar are 
both in labial occlusion. This type of 
malocclusion in fully developed dentures 
requires years of treatment where months 
would have sufficed if treatment had 


Fig. 11.—Impaction of mandibular bicuspid resulting from premature loss of second deciduous 


molar, with complete closing of space. 


tracted treatment, with probably some 
permanent facial disproportion. Such 
cases of malocclusion are of relatively 
frequent occurrence. Figure 6, left, 
shows such a case treated twelve months 
and retained nine months. Figure 6, 
right, shows a case treated seven months 
and retained five months. Both cases re- 
quired considerable expansion in addition 
to what was needed to place the maxillary 
buccal teeth in labial occlusion. With 
this type might be included those having 
maxillary bicuspids in labial occlusion. 


been instituted when the malocclusion 
first became apparent. 

A type in which the potential maloc- 
clusion is overlooked until it has become 
a complicated case is that in which, fol 
lowing the premature loss of the decidu- 
ous cuspids, there is a complete or nearly 
complete closing of the spaces. The de- 
ciduous cuspids are quite frequently lost 
by absorption of the roots two or three 
years before it is time for the permanent 
successors to erupt, it being not unusual 
to find that deciduous cuspids, particu- 
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larly mandibular deciduous cuspids, have 
been lost at 6 years of age, or earlier, 
and the spaces closed. Figure 9 shows 
the lower right mandibular cuspid space 
nearly closed in a child aged 7. When 
these spaces are closed, they should be 
opened at an early age. This patient, at 
9 years of age (Fig. 10), had lost the 
maxillary left and mandibular right de- 
ciduous cuspids, with complete closure of 
the spaces. A casual examination might 
have failed to note the loss of these teeth, 
since the teeth were not then especially 
crowded, but when the presence of the 
permanent cuspids begins to be evident, 
there is, or should be, consternation in 
the family, and the child may be accused 
of having inherited Uncle John’s “buck 
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ion, be attained by employment of an 
orthodontic appliance capable of periodic 
cleaning and readjustment, rather than 
with a fixed space retainer. While such 
closed spaces often open considerably dur- 
ing development, they seldom, if ever, 
open sufficiently without treatment to 
permit proper alinement of the permanent 
cuspids. 

The premature loss of the deciduous 
molars may cause great damage or none 
at all. 

The forward tipping of the first per- 
manent molar closing the space for the 
eruption of the second bicuspid (Fig. 11), 
as a result of the early loss of the second 
deciduous molar, should be avoided if 
possible. The first permanent molar does 


Fig. 12—Widely spaced central incisors. All spaces were closed and with a normal fraenum 
labiorum without operation. 


teeth,” while, in reality, mother or den- 
tist, or both, have merely mistaken a 
pathologic condition for the normal one. 
Parents are not accustomed to regard the 
loss of a deciduous tooth as a pathologic 
manifestation under any conditions. 

Such cases should be treated early, al- 
though, if much of the space is lost, they 
require a longer period of treatment, fol- 
lowed usually by retention until the 
permanent teeth erupt. 

When the deciduous cuspids are lost 
prematurely, it may be accepted as the 
rule that the spaces will close unless re- 
tained, an end which should, in my opin- 


not invariably tip forward markedly un- 
der these conditions. 

The premature loss of the second de- 
ciduous molar is usually the result of an 
extraction, necessary or otherwise, fol- 
lowing which there is a delayed eruption 
of the bicuspids. It is generally during 
this period of delayed eruption that the 
first molar may tip mesially; the first bi- 
cuspid may erupt and tip distally, or there 
may be a combination of these move- 
ments, resulting in a loss of space, often a 
complete loss of space, and a disturbance 
of the occlusion. 

When the second deciduous molar is 
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lost prematurely, the case should be kept 
under observation, aided by accurate 
models made from plaster impressions as 
a guide, and treatment or retention re- 
sorted to only when it becomes apparent 
that the spaces are closing. Retention ap- 
pliances to be worn over a long period of 
time should be regarded as orthodontic 
appliances and should receive the same 
periodic attention. It may be a doubt- 
ful service to require a patient to wear 
a space retention appliance over a period 
of years with the accompanying risk to 
the teeth only to save the few months’ 
treatment required to restore even consid- 
erable lost space. 

The only justification for using space 
retainers is a danger of loss of space 
which will cause a complicated malocclu- 
sion. When space retention is under con- 
sideration, the following points should be 
considered : 

1. Will the space be lost if no retention 
is used ? 

2. Will the case later require treat- 
ment for malocclusion even if the space is 
retained ? 

3. If the need for treatment for maloc- 
clusion at a later date is indicated, will 
such treatment be further complicated if 
the space is lost ? 

4. Which procedure, to fully retain the 
space or not to retain it, will, in the end, 
involve less expenditure of time, energy 
and money, and present the least hazard 
to the teeth? 

I cannot close without reference to 
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what is generally regarded as abnormal 
space between central incisors and the 
abnormal fraenum labiorum muscle. All 
widely spaced central incisors are not ac- 
companied by an abnormal frenum. In 
fact, an abnormal frenum is relatively in- 
frequent. Unusually widely spaced cen- 
tral incisors, especially when accompa- 
nied by an apparently abnormal frenum, 
should receive early treatment to close 
the space and retain the teeth in mesial 
contact until at least after the eruption 
of the lateral incisors. In most cases the 
frenum will, under such treatment, de- 
velop normally. 

Figure 12 shows a few typical cases 
of spaced central incisors all of which 
were treated in this manner, with per- 
manent closing of the spaces. In none 
of these was the frenum operated on. 
All of them were referred as having 
abnormal fraenum labiorum requiring 
operation. 

No case of abnormal attachment of the 
frenum should be operated on until the 
eighth or ninth year of age or until verti- 
cal development of the maxilla and man- 
dible have taken place. If they are op- 
erated on before this period, the attach- 
ment of the muscle may not be correct 
after vertical development has_ taken 
place. Operation for an abnormal 
frenum should never be performed until 
after the central incisors have been 
brought into mesial contact; otherwise, 
the formation of scar tissue will prevent 
permanently closing the space. 
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A CITY DENTAL HEALTH PROGRAM* 


By E. H. JONES,7 D.D.S., Cincinnati, Ohio 


ROGRAMS for the betterment of 
Piecsca conditions must be modified to 

fit the community for which they are 
intended. One plan will not fit all com 
munities because of the population, the 
concentration of people and the economic 
conditions prevailing. These factors have 
a definite influence on any endeavor to 
reach a community. 

There are various phases to all pro 
grams, such as (1) care of the poor, 
which we divide into (a) emergency and 
(b) preventive care; (2) education of the 
public, and (3) proper service, which 
must be provided to care for the increase 
in patients desiring dental care after an 
educational program. 

Practically all communities have the 
same experience in initiating health pro- 
grams: It is natural that most dentists 
should become aware first of poor chil 
dren who have aching teeth. This group 
of children excites the sympathy of the 
profession, causing a movement to be 
started to take care of those cases which 
must have immediate relief. As these 
cases pour into the clinic, those in charge 
have a good opportunity to study a great 
number of mouths, and this study invari- 
ably leads to plans which are more con- 
structive than those merely for the relief 
of pain. 

It is very discouraging to extract teeth 


*Read before the Section on Mouth Hygien: 
and Preventive Dentistry at the Seventy-Sixth 
Annual Session of the American Dental As 
sociation, St. Paul, Minn., Aug. 7, 1934. 

tSupervisor, Department of Oral Hygiene, 
Cincinnati Public Schools. 
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that have been allowed to decay because 
of neglect and allow others with smaller 
cavities to go untreated, with the same 
prospect of extraction in a few months or 
a year. The ultimate outcome of con- 
structive thinking is an attempt by those 
interested to develop some plan to pre- 
vent this wholesale extraction of teeth. 
Some of the clinic time will be allotted 
to the repair of teeth. This is looking to 
the future and has a definite purpose of 
assisting the poor in saving teeth, and 
from now on relief of pain will become 
second: 

Up to this time, there will have been 
little demand for dental service except 
that which relieves pain. Few communi- 
ties have any desire for more dental at- 
tention than this, unless a definite educa- 


iry in clinic procedure. 


tional program is carried on to arouse an 
interest in saving teeth. 

It is possible to equip clinics for den- 
tal care and have them stand practically 
idle, if an attempt is not made to educate 
the public to their use. This was proved 
conclusively in Cincinnati, before an in- 
tensive educational program was insti- 
tuted. Services were primarily intended 
to treat children who attended the school 
in which the clinic was located. Clinics 
being located in the poorer districts, the 
emergency cases in these schools alone 
were sufficient to keep the clinics fairly 
busy; but we found it impossible to keep 
busy with really constructive work. In 
an attempt to correct this condition, we 
sent a hygienist to one of the neighbor- 
ing large schools. At this time, the work 
we were doing through our hygienists 
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was mostly cleaning and lecturing and 
we did not reach many schools. The 
school used in the experiment (the Sands 
School) was one not ordinarily reached, 
and the response from this visit by the 
hygienists was remarkable. The clinic at 
the Sixth District School, not so very far 
away, immediately became busier, and it 
was this demonstration of the hygienist’s 
usefulness which made us realize that the 
public must be educated. 

It was soon realized that if the poor 
children of the city needed special educa- 
tion in the care of their mouths, in order 
to get them to come in and receive free 
treatment, the children from families 
able to pay for service also needed this 
training in order to influence to any great 
degree the dental conditions of the whole 
city. 

For a few years, we continued to con 
centrate on children in schools where 
clinics were located, but as the educa- 
tional program continued, we received 
more and more demands from other 
schools for dental attention to the poor in 
their neighborhoods. As this demand in- 
creased, we restricted patients to include 
children of preschool, kindergarten and 
first, second and third grades only. Still, 
because of lack of interest in most schools 
in the care of teeth, we were able to con- 
centrate on children in a few schools. 
The response had been so gratifying that 
it was thought an attempt should be made 
to examine all elementary school chil- 
dren. This consisted of a dental examina- 
tion every year for approximately 50,00U 
children. 

Most of these examinations were made 
possible because prophylaxis was discon- 
tinued during school hours. Four hy- 
gienists were thereby enabled to accom- 
plish this. The increased number which 
could be influenced warranted our taking 
this step. 

These children also received instruc- 


tions in brushing the teeth and lectures 
on proper foods and regular dental at- 
tention. A few years ago, when we 
started instructing this large number of 
children, our figures showed that approx- 
imately one-third or less received dental 
attention during the year; but, since that 
time, there has been a gradual increase 
in the number of children who receive 
dental attention regularly, the 1933 ex 
aminations showing that more than one- 
half of these children received dental at- 
tention during the year. We think this a 
very creditable improvement. 

There are many difficulties in the way 
of a good dental health program. First 
of all, there is the difficulty of having a 
dependable standard dental examination. 
In our opinion, a dental examination by 
hygienists must be made without refer- 
ence to whether a tooth needs filling or 
extraction, or to any other definite diag- 
nosis. A hygienist’s job should be to find 
every defective tooth, no matter how 
small the defect, and the dentist must 
decide what treatment, if any, is needed. 

The “Notice to Parents,” calling at- 
tention to the defective teeth in a child’s 
mouth, should clearly emphasize the fact 
that this is not a diagnosis which demands 
any certain treatment by the family den- 
tist, but is merely a notice periodically 
sent to the parents, reminding them that 
the child should receive regular and care- 
ful attention. These small defects will 
not all be filled by the family dentist, for 
one reason or another. Some members 
of the dental profession, in an attempt to 
safeguard their own rights in the care of 
these children, often go to extremes in 
order to justify their actions. Many den- 
tists tell parents that “baby teeth do not 
need attention, because they are going to 
be extracted anyway.” Many dentists 
even minimize the necessity for early care 
of the first permanent molars, and while 
we, with our careful check-up on defects, 
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do not expect dentists to fill every defect 
found, we do see a great number of 
first permanent molars which are left un- 
filled, when they have very definite cavi- 
ties, and the answer we get to our in- 
quiry about such cases is this “I see this 
youngster every three, four or six months 
and those cavities won’t get a chance to 
develop to any great extent.” I wonder 
if those men have heard that when pa- 
tients leave their office, they are no longer 
patients of theirs, unless they return? 
When we consider the enormous turn- 
over in the average dental practice, we 
realize that we have no right to send a 
child out of our office with a cavity which 
is potentially dangerous, because we do 
not know that the child will be back in 
our office, or any other, early enough to 
check this defect in time to save the tooth. 

The average dentist will be greatly 
surprised to see how many of these tiny 
defects which were really questionable 
are found to be in need of filling and are 
filled over a period of four years. This, 
if nothing else, bears out our contention 
that dental examinations must be made 
with the idea of checking every defect in 
the child’s mouth. 

A defect in the enamel deep enough to 
cause an exploring point to cling when 
pulled straight out is definite enough to 
be a probable site for future decay. 

Adherence to a strict rule of this kind 
will cause a certain amount of contro- 
versy between those conducting the pro 
gram and certain members of the profes 
sion. These men should stop to think that 
such methods safeguard them as well as 
the child. How much easier for the den- 
tist to explain that all of the defective 
teeth marked do not need fillings than to 
create suspicion by trying to convince the 
patient that more cavities need attention 
than have been charted. This makes the 
patient wonder who is right, the private 
dentist or the examiner in the school. 
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The two should cooperate for the good 
of the patient, and it can be done in such 
a way as to increase the respect of the pa- 
tient for both public servant and private 
dentist. 

With this type of examination, it is 
possible to make comparisons from year 
to year that could not otherwise be made. 
If we chart every small defect, we are 
more apt to know that an increase or de- 
crease in the number found from year to 
year is due to an actual change in mouth 
conditions, rather than a difference in 
instruments or opinion. The less _per- 
sonal opinion we allow to creep in, the 
more nearly perfect we become. 

This personal contact with the child 
and the many means of capturing his in- 
terest in the care of the mouth, such as 
“Good Teeth” buttons, class banners and 
thermometers for registering percentage 
of teeth cared for, will prove to be very 
productive of results and should be the 
first step taken. It must be remembered 
that the ardor of a child can be greatly 
dampened by lack of interest at home. 

For this reason, a good means of mak- 
ing contact with parents should be used. 
Talks to mothers’ clubs are effective, if 
speakers will spend some time on their 
talks and illustrate them by such means 
as lantern slides, posters and moving pic- 
tures. Radio programs and newspaper 
articles reach many more people, and 
have proved very effective. 

One of the phases of education wherein 
many localities fail, and we admit this 
of Cincinnati, is in the training of teach- 
ers in the principles of mouth hygiene. 
Teachers have been trained in the impor- 
tance of clean handkerchiefs and clean 
finger nails for years, and general hy 
giene has been made so important to them 
that most teachers include it in their rou- 
tine classroom teaching. There are not 
many teachers so interested in teeth that 
they spend time trying to influence the 
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children in their classes to keep their 
mouths clean. It is almost amusing, al- 
though tragic, that so much stress should 
be placed on the cleanliness of finger nails 
and ears by an educated group of people 
and teeth never be given a thought, when 
the teeth play such an important part in 
the hygiene of the body and the sanita- 
tion of food. This is not the fault of 
the teaching profession, but the fault of 
the dental profession in that we have neg- 
lected one of our most important groups 
in our mouth hygiene program. Think 
what could be accomplished if the inter- 
est manifested by our teachers in the 
cleanliness of children’s finger nails alone 
could be redirected in the interest of clean 
teeth. The teacher’s influence cannot be 
overestimated, as is well borne out by 
those few cases wherein she demonstrates 
an interest in mouth hygiene. Invariably, 
children under the influence of such a 
teacher show better mouth conditions 
than those in classes not so influenced. 

I am reminded of a time, several years 
ago, when we examined a colored school 
in Cincinnati. Conditions were just as 
vou would expect them to be, with a great 
predominance of bad mouths. Suddenly 
we came across a class of children who 
showed a strikingly improved condition. 
It was so marked that we sought the rea- 
son, our first thought being that the 
group might be made up of children born 
in the South. This was not true and, on 
further investigation, we found the 
teacher in this class to be responsible. 
She was especially interested in mouth 
hygiene and every morning the children 
in her class had a superficial examination 
of their teeth to see if they were clean. 
This is only one example of many cases 
which showed this same experience. 

Here is a group of educated people in- 
terested in the welfare of children and in 
contact with them daily, even more 
closely than their parents, and their in- 


fluence must be great, yet we neglect to 
advise teachers so that they may improve 
dental conditions. 

The simple rules for mouth health are 
sufficient: how to brush their teeth; the 
importance of caring for small cavities, 
and proper diet. 

Diet is a very important factor in the 
care of teeth. We believe this in spite of 
the fact that there are many varying 
opinions on the subject. Sometime these 
opinions are going to crystallize into one 
constructive method for building bones 
and teeth and for preserving the teeth 
from decay. Studies are being made on 
proper diet for bone-building and tooth- 
building, and some remarkable results 
have apparently been achieved in labora- 
tory tests. Authorities agree that they 
are still very much at sea as to proper diet 
for the average child. 

We had an experience in Cincinnati 
during the last year which was very in- 
teresting. Two groups of eighth grade 
children, were selected. An eighth-A 
grade group was used as a control. An 
eighth-B group was given a pint of vita- 
min “TD” certified milk every noon at 
school for a period between the first part 
of January, 1934, and the middle of June, 
1934. Both groups received a thorough 
dental examination in January. This 
examination included bite-wing  roent- 
genograms of molars and bicuspids, in 
order to check up on every defect in the 
mouth. 

In June, before the children went on 
vacation, another dental examination was 
made of both groups, the roentgenogram 
again being used. We are sorry to say 
that, owing to discrepancies in clinical ex- 
amination, we are unable to state whether 
there were, or were not, any new cavities 
in either group. We were able to study 
the depth of cavities already discovered 
in the first roentgenograms as compared 
with the same cavities in the second ex- 
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amination. We were agreeably surprised 
at the results obtained. 

In the diet group, only five out of 
twenty showed an increase in size of cavi- 
ties. The control class consisted of nine- 
teen children. Of this number, fifteen 
showed an increase in the size of cavities. 
The question of home diet will be raised, 
but this is one of the interesting features 
of the experiment. We wished to find 
how small a known influence on the av- 
erage diet would affect the decay of teeth. 
The children in each of these groups had 
approximately the same kind of diet. All 
we know is that one group received a 
pint of milk a day in addition to anything 
else they had and over which we had no 
control. The control group was slightly 
higher in the social order, in that they 
were approximately the same age, but had 
reached a little higher grade in school, 
and the original examination of their 
teeth showed fewer cavities, 174, as com- 
pared to 250 for the group who received 
milk. We should continue to teach what 
we know about diet and what we are 
going to learn through the efforts of such 
men as Drs. Bunting and McCollum. 
We must not let fads in diet cause us to 
relax our vigilance in the method that 
we know so well—proper treatment of 
small defects, which we find in 98 per 
cent of the children examined. 

All of this educational work is sure to 
have some influence on the public, in di- 
rect proportion to the amount of interest 
and originality injected into the program. 
Interest of the public in the care of its 
teeth will be reflected in the income of 
dentists, and, if for no other reason, they 
should be glad to cooperate. 

It has been definitely proved that such 
an educational program will practically 
double the number of children who re- 
ceive dental attention. The profession 
must recognize that while it is educating 
the paying public to regular dental atten- 
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tion, it is also educating a group of peo- 
ple whose financial status will not allow 
dental fees as a part of their budget. This 
being the case, the dental profession 
should be interested in providing that 
service in some way. One way is to meet 
it directly as charity and provide clinics 
for that purpose. Clinics can be operated 
by volunteer dentists or paid workers, or 
patients can be taken into private offices 
for free service. This will depend en- 
tirely on the conditions in the community. 

Dentistry for children should be essen- 
tially preventive, and preventive dentistry 
calls for the best of dental work. The 
most nearly permanent fillings are the 
cheapest. The whole idea of slapping in 
cement because the cases are charity and 
seeing a great number of patients has 
been proved to be wrong. 

In the Cincinnati school clinics, cement 
is never used except as a base for fillings. 
All grooves are cut out to prevent further 
decay, not only to save the tooth but also 
because it is economically sound to pre- 
vent as nearly as possible having to refill 
a tooth. Every attempt should be made to 
prevent a clinic from becoming an adver- 
tising office for nonpaying patients. These 
clinics are usually sponsored directly or 
indirectly by the dental society and such 
organizations cannot afford to lower 
standards. 

The Cincinnati School clinics consist 
of six full-time chairs and one part-time 
chair. These clinics put in approximately 
9,922 hours during the year, and in this 
time there were about 38,000 operations 
performed for 4,800 children, who made 
18,353 visits. 

We will be criticized possibly for 
spending so much time on each child, but 
we believe this to be far better than hav- 
ing them come back time and again be- 
cause of work left undone in our hurry 
to get to a new patient. 

This brings us to another phase of the 
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problem of education. Private practition- 
ers must become interested in children’s 
dentistry. There is a general tendency to 
pass over patients at this age—to do as 
little as possible, and what is accom- 
plished is just a makeshift. This is one 
of our most difficult problems, but if we 
could solve it, a big step would be taken 
toward better oral health. 

Some may be here in the hope that 
they will hear something regarding care 
for adults. This is a serious problem. 
How to handle it, no one knows. Some 
think the government should pay for 
these cases. Some think health insurance 
to be a good plan, but our belief is that 
if there must be a choice between caring 
for adults and caring for children, there 
can be no doubt about the answer. Chil- 
dren must come first. Preventive den- 
tistry must start with the children. It is 
almost impossible among adults. The best 
way to preserve adult mouths is to instil 
into the child’s mind the desirability of a 
clean, healthy mouth. If we can achieve 
this end among our school children, we 
will thereby assure healthy mouths 
among the adult public of the future. 
This can and should be done, and the 
dental profession has no right to sit back 
and say that it has taken care of so many 
charity patients and let it go at that. 

Our goal should be to improve the 
mouths of the public as a whole, and that 
can be achieved only through a continu- 
ous and interesting program of dental 
health education. 


Suggestions 
fora 
Teaching Unit 


Mouth Health 


Prepared and Directed by 
ANNE RAYMOND 
Sponsored by 
ORAL HYGIENE COMMITTEE 
OF GREATER NEW YORK 
Class teaching correlations by 
P.S. 222 Brooklyn; 97 Queens; 60 Queens 

New York 


| HE theme running throughout this unit 

was to develop those Mouth Health 
Habits which will secure and maintain sound 
teeth. In a fifteen weeks’ teaching project 
carried out in the Kindergarten, first and 
second grades of several schools, the natural 
interest of children in animals and in the 
teeth of animals was transferred to an in- 
terest in children’s teeth and how to safe- 
guard them. 


Each class completed a teaching unit which 
integrated the knowledge on teeth with the 
class room curriculum. Plays, movies, zoos, 
circuses, and scrapbooks testified to an ac- 
tive daily interest. Abstracts from the pro- 
gram of three selected schools are offered as 
suggestions for similar teaching units. 

Illustrated by children’s handwork 
Copyrighted 1934 by 

The Oral Hygiene Committee of 
Greater New York 


Price 10 Cents 
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PYORRHEA 


The following is a fifteen minute steriopticon lecture on the causes 
and prevention of Pyorrhea. The progressive changes in the destruction 
of the gum and bone are clearly described in language easily understood 
by the average lay audience. It is based upon the original Pyorrhea ex- 
hibit at the Century of Progress Exposition and is made possible through 
the courtesy of the Centennial Dental Congress. 

The lecture, with colored slides, can be purchased from the Bureau of 
Public Relations, American Dental Association, 212 E. Superior Street, 
Chicago, IIl., for $1.50, or rented for 50 cents. The twelve cuts are in- 
cluded in two slides. 


THE StTory OF PyORRHEA 


From the earliest days to the present, dental records indicate that 
pyorrhea has resulted in the loss of many more teeth than have 
been lost by decay. A number of Etruscan mummies have been 
found in northern Italy with gold bands supporting teeth which 
had been loosened by pyorrhea. Man doubtless suffered from this 
disease long before the earliest records. 

Pyorrhea occurs infrequently in the mouths of persons under 
twenty-five years of age, but thereafter the percentage increases 
with advancing years. There are many causes of this disease. The 
large majority of cases begin with an irritation of the edges of the 
gums, followed by a mild type of infection. The irritation is usually 
of a kind which is either constant or frequently repeated. Minute 
particles of “tartar” deposited on the teeth under the margins of 
the gums, or failure on the part of the patient to brush the gums 
thoroughly, give opportunity for an infection of this type. 

The most common cause, probably, is the wedging of particles of 
food between the teeth in places where the teeth do not touch 
properly. The food presses against the gum and injures it. This 
particular type of case is here illustrated. 

The picture (Fig. 1) shows a section, supposedly cut through two 
teeth, including the gum and jaw bone. The enamel crowns, the 
dentin and the pulps, or “nerves,” of these teeth are drawn in out- 
line. The blood vessels are shown passing through the bone, with 
branches to the teeth and surrounding structures. 

The roots of the teeth are supported in sockets in the bone. The 
outer surfaces of the roots are covered with a substance similar to, 
but unlike, bone, called cementum. There are thousands of minute 
“muscle” fibers, which connect the roots with the bone, and serve to 
cushion the teeth when they are used vigorously in chewing hard 
foods. These. fibers also help to support the gum tissue, which occu 
pies the spaces between the crowns of the teeth. The surface of the 
gum is covered with protecting layers of cells. 

Please notice that the crowns of the two teeth (Fig. 1) touch 
at a single place, then slope away from each other, and the space 
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between them is filled completely with gum tissue. This is the 
normal; neighboring teeth should touch. In the next illustration 
(Fig. 2), the two teeth have moved. apart just a little, leaving a 
slight space between them. 

This happens occasionally in almost every mouth, because the 
teeth shift, owing to the extraction of neighboring teeth, to irregu- 
larities, or to uneven wear of the chewing surfaces, etc. 

When such a space exists, food—particularly meat—is forced in 
between the teeth in chewing. The food presses the gum down and 
causes it to be inflamed. 

After a time, the gum recedes a little; allowing more food to be 
packed in (Fig. 3), which causes additional inflammation and more 
recession of the gum. 

As the gum is gradually pressed downward, nature attempts to 
maintain a layer of protective cells on the surface, in the effort to 
keep infection out. 

As a rule, the gum is slightly inflamed, but usually not painful, 
and the patient may not know that the gum is injured. The gum 
will often bleed when brushed. 

In the case illustrated (Fig. +), the injury to the tissue has passed 
the point where the crown of the tooth joins the root and there is a 
little detachment of the gum tissue from the root. Infection has 
generally occurred by this time, and is usually carried into the 
deeper tissues by lymph vessels, which are indicated by green spots. 
The lymph vessels are attached to the walls of the blood vessels. 
Therefore, the infection extends downward in the tissue surround- 
ing the blood vessels. 

As the infection progresses, the attachment between the bone and 
the root is severed, leaving a little tissue adhering to the root (Fig. 
5). This is also destroyed later. Thus there is formed a pocket be- 
tween the gum and the root. That is why this condition is called a 
pyorrhea pocket. 

Soon new changes occur which add to the seriousness of the case. 
Please look once more at the crowns of the teeth, where they for- 
merly touched (Fig. 1) and are still fairly close together (Fig. 5). 
It will be observed that the space becomes wider (Fig. 6). So much 
of the tissue has been destroyed which holds the tooth to the bone, 
that the teeth actually move apart; which permits more food to 
wedge between them. A corner of the bone which stands up be- 
tween the teeth has also been destroyed. More and more of the 
bone will disappear. 

A little pus may now be observed in the pocket near the root. It 
is shown in yellow (Fig. 7). This infection promptly destroys the 
little fringe of tissue attached to the root. As the inflammation 
goes deeper and deeper, more pus is formed. 

Pyorrhea thus very slowly destroys the tissue by which the root 
is attached to the bone, as well as the bone itself (Fig. 8). 

Most pyorrhea pockets cannot be completely cured by treatment 
because of the peculiar structure of the outer surface of the root. 
The little black spots scattered along the surfaces of the roots of 
both of these teeth represent the cells which keep the root surface 
alive. When these cells are destroyed, the corresponding portion of 


| 


| 
| 
| 
Fig. 4 
hve 
| 1 
| 
Fig. 5 | | 
Fig. 6 
= 
| 


Bureau of Public Relations 697 


the surface of the root dies and the gum will not thereafter attach 
itself to the root. In our picture, these cells have already been 
destroyed where the tissue has been detached from the root. 

As the pocket gets deeper and more pus is formed, the tooth is fre- 
quently tender to pressure and becomes loose (Fig. 9). 

It is important to remember that this is not a disease of the tooth, 
but of the soft tissue which connects the tooth with the bone, also of 
the bone itself. Such a pocket is, therefore, a definite menace to the 
health, because infection may be carried from it to any part of the 
body. 

Sometimes much more of the bone is destroyed by the formation 
of an abscess near the bottom of the pocket (Fig. 10). 

When food wedges between the teeth and presses on the gum, it 
usually destroys the attachment to the roots of both teeth, also a 
part of the bone to which the roots are attached (Fig. 11). It is of 
importance that such a condition be discovered early, otherwise it 
may be necessary to extract both teeth (Fig. 12). 

Pyorrhea can usually be prevented by very simple means. It re- 
quires a cooperative effort on the part of the patient and the dentist. 
The beginning is always at the margins of the gums. Proper and 
regular brushing by the patient is very helpful. Frequent attention 
by the dentist is essential. If particles of food catch between the 
teeth, the dentist may be able to modify the touch points, or he may 
instruct the patient in some special method of mouth hygiene. The 
diet and other general health factors often require attention. Much 
is being accomplished in preventing this disease. Success depends 
very largely on early attention and close cooperation between patient 
and dentist. 
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DENTAL ECONOMICS 


COMMITTEE ON DENTAL ECONOMICS 

At the 1934 meeting of the American Dental Association, a committee on dental eco- 
nomics was provided for, consisting of fourteen members, one from each of the Trustee 
districts, and a representative of the U. S. Public Health Service. 

Each member of the committee is to represent the American Dental Association in all 
economic activities in his district. 

The Committee will meet annually during or just preceding the annual meeting of the 
American Dental Association. A report covering the activities of the economics committee 
shall be presented to the Board of Trustees and House of Delegates at each annual 
meeting. 

For the more efficient operation of this enterprise, a new department is to be allotted 
in THe JourNaAL each month, under the Bureau of Public Relations, wherein may be 
discussed all economic problems affecting the welfare of the profession. Any membe1 
bringing material to this department must recognize the necessity of condensing his 
remarks as much as is possible to be consistent with clarity, and of confining himself to 
his subject. 

We feel that this activity has within it potentialities of great good to the profession, 
and we invite the cooperation of all who are vitally interested in our economic problems. 
There has long been a demand for such a department, and the Board of Trustees must 
be commended for two things: first, their decision to inaugurate such a department and, 
second, their patience and deliberation in seeing that it was properly organized and 
safeguarded. C.N. J. 


AcTION or THE A.D.A. Boarp or TRUSTEES IN Respect TO CompuLsory HEALTH 
INSURANCE* 


The Board of Trustees of the American Dental Association believes that the enact 
ment of a program of compulsory health insurance administered by the federal govern 
ment, the governments of the individual states, or any individual industry, community 
or similar body, would inevitably lead to the regimentation and lay control of dental 
practice, which would not be in the interest of the public. That a lowering of the stand- 
ards of dental practice would result is indicated by the evidence from compulsory health 
insurance legislation in the European countries, where it has been in operation for some 
years and where it not only has failed to accomplish the measures of alleviation expected 
of it, but also has seriously impeded practitioners of the healing arts in the performance 
of their duties and has been a barrier to the further scientific development of the profes- 
sions. The Board of Trustees commends the House of Delegates of the American 
Medical Association and approves the action pertaining to compulsory health insurance 
taken at its meeting, Feb. 16, 1935. 

SICKNESS INSURANCEt 

Your reference committee, believing that regimentation of the medical profession and 
lay control of medical practice will be fatal to medical progress and inevitably lower the 
quality of medical service now available to the American people, condemns unreservedly 
all propaganda, legislation or political manipulation leading to these ends. 

Your reference committee has given careful consideration to the record by the Board 
of Trustees of the previous actions of this House of Delegates concerning sickness in 


*Feb. 18, 1935. 
tReport of Reference Committee unanimously adopted by the House of Delegates of the 
American Medical Association, Chicago, IIl., Feb. 16, 1935. 
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surance and organized medical care and to the account of the measures taken by the 
Board of Trustees and the officials of the Association to present this point of view to 
the government and to the people. 

The American Medical Association, embracing in its membership some 100,000 of the 
physicians of the United States, is by far the largest medical organization in this country. 
The House of Delegates would point out that the American Medical Association is the 
only medical organization open to all reputable physicians and established on truly demo- 
cratic principles, and that this House of Delegates, as constituted, is the only body truly 
representative of the medical profession. 

The House of Delegates commends the Board of Trustees and the officers of the As- 
sociation for their efforts in presenting correctly, maintaining and promoting the policies 
and principles heretofore established by this body. 

The primary considerations of the physicians constituting the American Medical Asso- 
ciation are the welfare of the people, the preservation of their health and their care in 
sickness, the advancement of medical science, the improvement of medical care, and the 
provision of adequate medical service to all the people. These physicians are the only 
body in the United States qualified by experience and training to guide and suitably con- 
trol plans for the provision of medical care. The fact that the quality of medical service 
to the people of the United States today is better than that of any other country in the 
world is evidence of the extent to which the American medical profession has fulfilled 
its obligations. 

The House of Delegates of the American Medical Association reaffirms its opposition 
to all forms of compulsory sickness insurance whether administered by the Federal gov- 
ernment, the governments of the individual states or by any individual industry, com- 
munity or similar body. It reaffirms, also, its encouragement to local medical organiza- 
tions to establish plans for the provision of adequate medical service for all of the people, 
adjusted to present economic conditions, by voluntary budgeting to meet the costs of 
illness. 

lhe medical profession has given of its utmost to the American people, not only in this 
but in every previous emergency. It has never required compulsion but has always volun- 
teered its services in anticipation of their need. 

The Committee on Economic Security, appointed by the President of the United States, 
presented in a preliminary report to Congress on January 17 eleven principles which that 
Committee considered fundamental to a proposed plan of compulsory health insurance. 
The House of Delegates is glad to recognize that some of the fundamental considerations 
for an adequate, reliable and safe medical service established by the medical profession 
through years of experience in medical practice are found by the Committee to be essen- 
tial to its own plans. 

However, so many inconsistencies and incompatibilities are apparent in the report of 
the President’s Committee on Economic Security thus far presented that many more facts 
and details are necessary for a proper consideration. 

The House of Delegates recognizes the necessity under conditions of emergency for 
federal aid in meeting basic needs of the indigent; it deprecates, however, any provision 
whereby federal subsidies for medical services are administered and controlled by a lay 
bureau. While the desirability of adequate medical service for crippled children and for 
the preservation of child and maternal health is beyond question, the House of Delegates 
deplores and protests those sections of the Wagner Bill which place in the Children’s 
Bureau of the Department of Labor the responsibility for the administration of funds 
for these purposes. 

The House of Delegates condemns as pernicious that section of the Wagner Bill 
which creates a social insurance board without specification of the character of its per- 
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sonnel to administer functions essentially medical in character and demanding technical 
knowledge not available to those without medical training. 

The so-called Epstein Bill, proposed by the American Association for Social Security 
now being promoted with propaganda in the individual states, is a vicious, deceptive, 
dangerous and demoralizing measure. An analysis of this proposed law has been published 
by the American Medical Association. It introduces such hazardous principles as multiple 
taxation, inordinate costs, extravagant administration and an inevitable trend toward 
social and financial bankruptcy. 

The Committee has studied this matter from a broad standpoint, considering many 
plans submitted by the Bureau of Medical Economics as well as those conveyed in resolu- 
tions from the floor of the House of Delegates. It reiterates the fact that there is no 
model plan which is a cure-all for the social ills any more than there is a panacea for the 
physical ills that affect mankind. There are now more than 150 plans for medical service 
undergoing study and trial in various communities in the United States. Your Bureau of 
Medical Economics has studied these plans and is now ready and willing to advise medi- 
cal societies in the creation and operation of such plans. The plans developed by the 
Bureau of Medical Economics will serve the people of the community in the prevention 
of disease, the maintenance of health and with curative care in illness. They must at the 
same time meet apparent economic factors and protect the public welfare by safeguarding 
to the medical profession the functions of control of medical standards and the continued 
advancement of medical educational requirements. They must not destroy that initiative 
which is vital to the highest type of medical service. 

In the establishment of all such plans, county medical societies must be guided by the 
ten fundamental principles adopted by this House of Delegates at the annual session in 
June 1934. The House of Delegates would again emphasize particularly the necessity 
for separate provision for hospital facilities and the physician’s services. Payment for 
medical service, whether by prepayment plans, installment purchase or so-called voluntary 
hospital insurance plans, must hold, as absolutely distinct, remuneration for hospital care 
on the one hand and the individual, personal, scientific ministrations of the physician on 
the other. 

Your Reference Committee suggests that the Board of Trusteés request the Bureau of 
Medical Economics to study further the plans now existing and such as may develop, with 
special reference to the way in which they meet the needs of their communities, to the 
costs of operation, to the quality of service rendered, the effects of such service on the 
medical profession, the applicability to rural, village, urban and industrial population, and 
to develop for presentation at the meeting of the American Medical Association in June 
model skeleton plans adapted to the needs of populations of various types. 

(Signed) Harry H. Witson, Chairman, California 
Warren F. Draper, Virginia 
E. F. Copy, Massachusetts 
E. H. Cary, Texas 
N. B. Van Ettren, New York 
F. §. Crockett, Indiana 
W. F. Braascu, Minnesota 
535 North Dearborn Street, 
Chicago, 


CHANGES IN THE AMERICAN SYSTEM 


Two years have passed since the last presidential inauguration. At the halfway mark, 
the country is in better poise and better morale, yet two years is a very short interval in 
a period of economic’change and readjustment. An impartial observer lists the following 
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legislative developments which the Federal administration has already placed in effect or 
is proposing in legislation now pending. 

1. Control of bank deposits and credit by a governmentally dominated board. 

2. Government control of the issuance of paper money without permitting any of the 
gold backing to be used for redemption. 

3. Control of all food businesses, all farms and handlers of products that come from 
the soil—everybody from the farmer to the retail grocer. 

4. Government control of oil, coal, electricity, power and businesses derived therefrom; 
control of transportation, including railroads, busses, airways and merchant marine; 
regulatory control of telephones, telegraph and radio broadcasting. 

5. Control, through the securities exchange commission, of the capital markets. 

6. Government control of the relations between employers and employes. 

7. Direct and indirect control of manufacturing and all other forms of business through 
the extension of the NRA system for another two years. As this is written, no official 
statement has been issued regarding the Federal government’s plans for health insurance, 
although such plans are in the offing. 

The future of the American system hangs in the balance as plans to establish state con- 
trol are being placed before the representatives of the people in Congress for approval or 
disapproval. 

If ever there was a time for the citizens of the country to tell Congress what they think 
about these far reaching changes, that time is NOW. 


THE COMMITTEE ON Economic Security STupIESs HEALTH INSURANCE 


The Committee on Economic Security, in its report submitted to the President in 
January, indicated the difficulties inherent in a sickness insurance program. It offered the 
following information regarding the main points which it was studying: 

1. The fundamental goals of health insurance are: (a) the provision of adequate 
health and medical services to the insured population and their families; (b) the develop- 
ment of a system whereby people are enabled to budget the costs of wage loss and of 
medical costs; (c) the assurance of reasonably adequate remuneration to medical practi- 
tioners and institutions; (d) the development under professional auspices of new incen- 
tives for improvement in the quality of medical services. 

2. In the administration of the services, the medical professions should be accorded 
responsibility for the control of professional personnel and procedures and for the mainte- 
nance and improvement of the quality of service; practitioners should have broad freedom 
to engage in insurance practice, to accept or reject patients, and to choose the procedure 
of remuneration for their services; insured persons should have freedom to choose their 
physicians and institutions; and the insurance plan shall recognize the continuance of the 
private practice of medicine and of the allied professions. 

3. Health isurance should exclude commercial or any other intermediary agents be- 
tween the insured population and the professional agencies which serve them. 

4, The insurance benefits must be considered in two broad classes: (a) cash payments 
in partial replacement of wage loss due to sickness and for maternity cases, and (bd) 
health and medical services. 

5. The administration of cash payments should be designed along the same general 
lines as for unemployment insurance and, so far as may be practical, should be linked 
with the administration of unemployment benefits. 

6. The administration of health and medical services should be designed on a state- 
wide basis, under a federal law of a permissive character. The administrative provisions 
should be adapted to agricultural and sparsely settled areas as well as to industrial sec- 
tions, through the use of alternative procedures in raising the funds and furnishing the 
services, 
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7. The costs of cash payments to serve in partial replacement of wage loss are esti- 
mated as from 1 to 1.5 per cent of pay roll. 

8. The costs of health and medical services, under health insurance, for the employed 
population with family earnings up to $3,000 a year, is not primarily a problem of finding 
new funds but of budgeting present expenditures, so that each family or worker carries 
an average risk rather than an uncertain risk. The population to be covered is accus- 
tomed to expend, on the average, about 4.5 per cent of its income for medical care. 

9. Existing health and medical services provided by public funds for certain diseases 
or for entire populations should be correlated with the services required under the con- 
tributory plan of health insurance. 

10. Health and medical services for persons without income, now mainly provided by 
public funds, could be absorbed into a contributory insurance system through the payment 
by relief or other public agencies of adjusted contributions for these classes. 

11. The role of the federal government is conceived to be principally (a) to establish 
minimum standards for health insurance practice; and (4) to provide subsidies, grants 
or other financial aids or incentives to states which undertake the development of health 
insurance systems which meet the federal standards. 


RESOLUTION ADOPTED BY THE STA'TE RELIEF ADMINISTRATION FOR SOUTH DaKoTTA 


Resolved, that medical relief in the State of South Dakota from this date shall be 
handled as follows: 

The relief administrator shall allow a fixed amount for medical aid in each county of 
the state based on the case load in each county from month to month as the emergency 
requires. 

The State Relief Medical Advisory Committee and the State Relief Dental Advisory 
Committee shall nominate a committee in each county consisting of two physicians and 
one dentist. The said committee, if approved, shall be appointed by the state relief ad- 
ministrator. 

The said committee shall audit all bills of their respective counties tor the current 
month and recommend the amount due to each doctor and to each dentist for the current 
month out of the federal allotment to the county relief director. When their bills exceed 
the federal allotment, the bills shall be adjusted pro rata. 

In the event there are cases that cannot be satisfactorily adjusted by such local com- 
mittee, such cases shall be settled by the state administrator and the state medical director. 

The existing relief fee schedule shall govern in all cases; any changes therein shall be 
made by the state relief administrator. 

Where necessary, counties may be grouped by the relief administrator. 


Omanua-DouGtas County CENTRAL HEALTH SERVICE 


The Omaha-Douglas County Medical Society made an investigation of the standards 
of eligibility for clinic medical care. This investigation naturally extended into programs 
for low income groups, and the investigating committee recommended that the county 
medical society establish a central health service. After a study of numerous similar 
experiments in other localities, the following tentative plan was recommended: 

i. A central directing organization, to be known as the Omaha-Douglas County Cen 
tral Health Service, shall be established for the purpose of assisting low income patients 
to obtain health service at a cost they are able to pay. 

2. The personnel of this organization shall consist of a minimum of one full time 
executive secretary and one field worker, both of recognized standing in the field of medi- 
cal social service, with necessary clerks and office headquarters. 

3. The general policies of this organization shall be determined by a board of directors 
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constituted as follows: three physicians, two dentists, one hospital superintendent, one 
nurse and one pharmacist, to be appointed by their respective professional societies. 

4. Direction of this central health service shall be by an executive committee of three 
appointed by the board of directors, two of whose members shall be physicians, each mem- 
ber to serve a term of three years. 

5. The Omaha-Douglas County Health Council shall act as an advisory board to this 
central health service. 

6. Patients shall be referred to the central health service only by physicians or welfare 
agencies of recognized standing, with preliminary medical and social survey to indicate the 
patient’s health needs and lack of resources to provide for the total cost at regular prices. 

7. The central health service shall confer with the patient so recommended, investigate 
further if necessary, and recommend a percentage reduction in medical fees and costs for 
services needed. 

8. Members of the interested organizations rendering service will be expected to indi- 
cate their willingness to accept the recommendations of the central health service in per- 
centage reduction of rates to be charged. Such charges will be billed at regular minimum 
rates, with the percentage discount indicated as recommended. 

9. Collection of all charges shall be centralized in one office, with retention of 10 per 
cent by the central health service for operating expenses. 

10. It shall be the obligation of the central health service to send patients who are 
unable to pay anything for private medical care to the teaching clinics of the city in rota- 
tion, or to the county clinic if not desired for teaching purposes. Exceptions are to be 
made to cases of recent private status when the attending physician makes a request to 
continue care of the patient without charge.—J.4.M.A. 


Matt Your SUGGESTIONS AND REPORTS ON DENTAL ECONOMIC SUBJECTS TO ‘THE 
SECRETARY OF THE Economic COMMITTE! 


Every one interested in the economic problems of dentistry, including health or sickness 
insurance, dental relief for indigents, dental care for children and dental services for the 
low income groups is invited to send to the Secretary of the Committee on Economics 
of the American Dental Association, 212 E. Superior St., Chicago, III., his opinions, sug- 
gestions, reports or statistics on these subjects. 


British Doctors UNIONIZI 


“British doctors unionize in order that ‘their hands would be strengthened in negotia- 
tions’ with the British Government.” This announcement comes from Dr. A. Welpy, 
Secretary of the Medical Practitioners Union of Great Britain, which is now a com- 
ponent of the Trades Union Congress.—New York J. Dent., March, 1935. 


Dr. TuGwet__ Appresses Mipwin Ter CLInic 


“The impulse in man to find security is as old as society itself, and in the long run will 
not be denied. In no respect is the fact more evident than as to the two forms of social 
security currently represented by old age pensions and health services.””! 

Dr. Tugwell painted a future in which any family could obtain the best medical, surgi- 
cal, dental and hospital care without mortgaging income or running into debt. 

“I am confident that in the future we shali establish this principle of paying for health 
in advance rather than in arrears,” he said. “This is a part I feel has been overlooked by 
critics of institutionalized medicine.” 

Referring to the broad program of social security, Dr. Tugwell warned that a system 


1. Extract from the speech of Rexford G. Tugwell, Under Secretary of Agriculture, given 
at the General Session of the Midwinter Clinic of the Chicago Dental Society, Feb. 19, 1935. 
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must be evolved suitable to the peculiarities of American temperament. He insisted that 
any program must assure the individual of “an income which will be a minimum bulwark 
against the unfriendliness of modern life.” 

Dr. Tugwell’s statement that any program of social security must assure the individual 
of “an income which will be a minimum bulwark against the unfriendliness of modern 
life,” bears repeating. This statement should be borne in mind at all times by all people 
in discussing social security. The economic conditions engendered by the five year world 
wide slump has caused rich and poor, scholar and dullard, to promulgate their pet plans 
to alleviate the ills of the world. To date, no practical, concrete, economically sound plan 
has been offered which the healing professions can adopt. We interpret Dr. Tugwell’s 
statement to mean that each individual should be assured an adequate living wage, which 
should protect him and his family against want and all health. The trouble with such a 


plan is that its very simplicity opens it to ridicule. 


CURRENT LITERATURE 


Treatment of Epithelioma of the Cheek 
(G. E. Pfahler, Radiology, 24:99, 1935): 
Type, prognosis and etiology of epithelioma 
of the cheek are discussed and six cases 
reported. The individual history and treat- 
ment is given for each case. The treatment 
included excision, electrocoagulation and 
the use of radiation in the form of roent- 
gen ray, radium packs and implants. The 
author concludes with a general discussion 
of the amounts of radiation recommended 
for treatment of this type of tumor of the 
cheek, but states that cancer cannot be 
treated by rule, but that each case must be 
considered individually. 

Grant VAN Hvysen. 

Fractures of the Jaw (R. H. Ivy, Surg., 
Gyn. and Obst., 60:531, 1935): Early re- 
duction and fixation are of the utmost im- 
portance in preventing interference with 
function and visible disfigurement from 
fractures of the jaw. The principle in re- 
duction is to restere the original occlusion 
of the teeth. In 90 per cent of the man- 
dibular fractures, adequate fixation is ob- 
tainable by intermaxillary wiring. The 
teeth must be kept wired together for from 
four to six weeks, feeding being accom- 
plished by tube without removal of any 
teeth. In many cases of unilateral fracture 
of the maxilla, the fragment need only be 
pushed back into place and the maxillary 


Jour. A.D.A., A pril, 1935 


teeth on the sound side wired to the man- 
dibular teeth. For bilateral maxillary frac- 
tures, a head apparatus and_ reversed 
Kingsley splint is recommended. Malar 
bone fractures need no fixation after re- 
duction, but nasal bones may require fixa- 
tion. 
HAMILTON ROBINSON. 

Trigeminal Neuralgia (T. Fay, Surg. 
Clin. N. A., 15:127, 1935): Trigeminal 
neuralgia may be differentiated from atypi- 
cal neuralgia by the type of pain and attacks 
and the distribution: An interesting consid- 
eration is presented by the trigeminal nerve 
in that it turns its entire function over once 
in a lifetime with the change from decidu- 
ous to permanent dentition. The deciduous 
tooth nerve is considered to degenerate, but 
failure to do this and wandering of the 
terminal to distant points may result in a 
message of toothache being conducted to 
the brain. This may be a factor in trigem- 
inal neuralgia and has an analogy in the 
sensations of toe injury sometimes felt by 
patients with amputated legs from pressure 
on the nerve bundle in the scar tissue. Sur- 
gical treatment, the procedure of choice, 
should be undertaken as early as possible. 
Alcoholic injection may be used if surgery 
is contraindicated. 

HAMILTON ROBINSON. 
Changes in the Teeth and Bones in 
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Chronic Fluoride Poisoning (C. J. Sutro, 
Arch. Path., 19:159, 1935): In addition to 
controls maintained on adequate calcium 
diets, four series of albino rats were ad- 
ministered various substances such as so- 
dium fluoride (25, 50 and 75 mg.) with and 
without adequate calcium and combined 
with yellow phosphorus, sodium acid phos- 
phates and parathyroid extract injections. 
Gross, histologic and roentgenographic ex- 
aminations were made on the bones and 
teeth. Changes were found in the enamel 
and dentin of growing incisors after six 
weeks on 50 mg. doses of sodium fluoride 
per kilogram of rat; whereas, it took a 
period of a year or more with the same 
dosage to show bone matrix changes. Bone 
changes occurred without the intervention 
of osteoclasts. Roentgenographic examina- 
tion of bones, with the exception of those 
cases on low calcium diet or receiving so- 
dium acid phosphate, showed no osteoporo- 
sis. Animals fed sodium fluoride (50 mg. 
doses) for a period of a year or more 
showed increased density. Parathyroid ex 
tract neither retarded nor prevented the ap- 
pearance of striped enamel. 
Grant VAN Huysen. 

Fractures of the Bones of the Face and 
Skull (G. M. Dorrance and P. FE. Louden- 
slager, Surg. Clin. N.A., 15:71, 1935): 
Malocclusion is the chief diagnostic sign of 
fractures of the jaw in which there is dis 
placement. A cast intermaxillary splint, 
the so-called “gallery splint,” is preferred 
in most cases to intermaxillary wiring. Oc- 
clusion of the teeth, not the alinement of 
the fragments, is the criterion of good re- 
duction. Bone suturing and plating are 
condemned as productive of osteomyelitis. 
Maxillary fractures require less support 
than mandibular because of the relative 
freedom from muscle stress in the former. 
The malar bone rarely requires support 
after reduction. In cases wherein the nasal 
bones require fixation, appliances with pins 
piercing the skin and exerting pressure only 
on bone are preferable. 

HAMILTON ROBINSON. 


Malignant Disease of the Mouth, Phar- 
ynx and Larynx. Five Year Cures (G. B. 
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New and F. A. Figi, Surg., Gyn. and Obst., 
60:483, 1935): Five year cures are re- 
ported for 745 cases treated by surgical 
operation, surgical diathermy and radia- 
tion. Of 118 patients treated for upper jaw 
and palate malignancy, 63.7 per cent lived 
over five years after. Similar five year 
cures are reported for 28.9 per cent of 
thirty-eight cases of lower jaw malignancy 
with node involvement, 69.9 per cent of 
113 cases of lower jaw malignancy without 
node involvement, 75 per cent of 476 lip 
epitheliomas, 37.2 per cent of 156 tongue 
epitheliomas, 57.9 per cent of seventy-six 
cases of pharynx and tonsil malignancy and 
64.5 per cent of 107 carcinomas of the 
larynx. 
HAMILTON ROBINSON. 

Device for Protection of the Teeth Dur- 
ing Bronchoscopy and Esophagoscopy (S. 
Israel., J.A.M.A., Feb. 9, 1935): Flexible 
rubber tooth guards have been devised to 
fit over the upper teeth against which the 
instrument rests and presses often causing 
soreness of days’ duration. The old method 
of protection was the operator’s thumb or 
a pad of gauze or cotton. The one removed 
a hand from service and the other slipped 
from place and obstructed the view. 

4. 

What Should a Patient with Arthritis 
Eat? (Walter Bauer, J.A.M.A., Jan. 5, 
1935): Looking over diets prescribed for 
arthritic patients, the author concludes 
that diets vary from patient to patient and 
that there is no unanimity of opinion con- 
cerning the correct diet for an arthritic 
patient. First of all, a physician must 
determine whether the patient has arthritis 
and then the type. He lists the types of 
joint diseases. Arthritis of known and un- 
known or uncertain origins are discussed, 
and diets, acid fruits and vegetables, fad- 
dists’ diets, acid-base balance, low protein 
diet, reduced calory intake and carbohy- 
drate restriction. He concludes that there 
is no specific diet for patients with arthritis 
of known origin with the exception of gout. 
In degenerative arthritis, attention to diet 
is indicated only when obesity occurs. 
There is no evidence that a low carbohy- 
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drate diet is indicated in rheumatoid ar- 
thritis, nor is there proof that it is eff- 
cacious in curing the disease. Such patients, 
unless overweight, should eat a diet high 
in calories and vitamins and adequate in 
calcium, phosphorus and iron. 

Vitamin G Content of Home Canned 
Tomato Juice (C. F. Poe and Esther 
L. Gambill, J. Nutrition, Feb. 10, 1935): 
Disagreement as to the vitamin G content 
of tomatoes is shown by the work of Hart- 
ley, Daggs and Eaton, Goldberger and 
Wheeler. The investigation of Poe and 
Gambill gives the quantitative determina- 
tion of the water soluble, growth-promot- 
ing factor other than vitamin B in home 
canned tomato juice. Thirteen samples of 
home canned tomato juice were assayed 
for vitamin G. The average content per 
cubic centimeter has been found to be a 
0.21 unit. 

Vitamins A, D and B in Oysters. Effect 
of Cooking upon Vitamins A and B, (Dor- 
othy V. Whipple, J. Nutrition, Feb. 10, 
1935): Because the oyster is one of 
only a few animals that are eaten whole 
and because the visceral parts of animals 
usually contain larger vitamin reserves 
than the muscle meat, this study was un- 
dertaken. Ostrea virginica was used. The 
work is summarized as follows: “The vita- 
min A content of oysters taken from the 
beds in October was found to be approxi- 
mately 3 U.S.P. units per gram. Assuming 
that all of the vitamin A is in the fat of 
the oyster, oyster oil contained 208 units 
per gram. There was a slight destruction 
of vitamin A during cooking. ‘The vitamin 
D content of oysters harvested in the fall 
was found to be approximately 0.05 U.S.P. 
unit per gram. Assuming that all of this 
vitamin is also in the fat of the oyster, the 
oyster oil contained 3.4 units per gram. 
The discrepancy between rat units of vita- 
min D and antirachitic potency for children 
is emphasized. The vitamin B (B,) con- 
tent of oysters was found to be approx- 
imately 1.5 Sherman units per gram. There 
was no appreciable destruction during 


cooking. Oysters were found to be an 
excellent food source of vitamin B(B,), a 
relatively good one of vitamin A and a 
very modest source of vitamin D. 


Cevitamic Acid in the Treatment of In- 
fantile Scurvy (A. F. Abt and I. M. Ep- 
stein, J.4.M.A., Feb. 23, 1935): Two 
cases were treated at the Children’s Me- 
morial Hospital through the courtesy of Dr. 
Joseph Brennemann. Irene P., aged 1 year, 
was referred to the hospital from the out- 
patient department with a diagnosis of 
scurvy, Oct. 24, 1934. The essential phys- 
ical changes were spongy, purple, bleeding 
gums about the erupted teeth, extreme ten 
derness of both legs, and some general 
swelling of the right leg. She had never 
had orange juice or tomato juice. Her 
entire diet prior to admission was a form- 
ula consisting of evaporated milk, water 
and Karo syrup and farina. The mother 
stated that until recently she had always 
had a boiled cow’s milk formula. She had 
had small amounts of cod liver oil between 
the second and fifth months of life. The 
history of the present illness dated back 
two months, when the soreness of her 
gums was first noticed. For the last two 
weeks she had cried whenever she was 
touched. The remainder of the history 
and physical examination was essentially 
negative. There was no anemia. The hos- 
pital diet was an evaporated milk, water 
and Mellin’s food formula. Twenty mil- 
ligrams of cevitamic acid were given orally 
each day for the first four days. After 
that, 40 mg. was given daily for ten days. 
There appeared to be less tenderness after 
twelve hours. There was definitely less 
tenderness and less swelling of the gums 
in twenty-four hours. After eight days, 
the only remaining clinical evidence of the 
scurvy was the discoloration of the gums. 
Roentgen examination of the bones, Octo- 
ber 25, was typical for scurvy. No sub- 
periosteal hemorrhages could be identified. 
Stella R., aged 9 months, was referred to 
the hospital from the outpatient clinic, 
Oct. 24, 1934, with the diagnosis of scurvy, 
aphthous stomatitis and laryngitis. The 
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essential changes on admission were swol- 
len, purplish spongy gums about the erupted 
teeth, hoarseness, and aphthous stomatitis. 
There was no localized tenderness. The 
stomatitis and hoarseness had been noticed 
six days previously. The other physical 
and laboratory examinations were negative 
except for hemoglobin 55 per cent, red 
blood cells 3,200,000 and blood calcium 9.3 
mg. per hundred cubic centimeters. She 
had been on a diluted cow’s milk formula 
since 1 month of age. One teaspoonful of 
orange juice a day had occasionally been 
given. No cod liver oil was used. She was 
given 20 mg. of cevitamic acid orally each 
day for four days, then 40 mg. daily for 
ten days. In two days, the gums were less 
swollen and purple. Four days after ad- 
mission there was practically no swelling 
of the gums. In eight days, there was only 
slight discoloration. The hoarseness per- 
sisted throughout and was still present one 
month later. Roentgen examination of the 
long bones, October 25, 
scurvy. subperiosteal 
were noted. 

Dental Decay in a Child: 1 have a pa- 
tient, a girl 10 years of age, who has lost 
three permanent molars within the last 
six months because of crumbling followed 
by decay. She appears to be a normal, 
healthy child and her only visible abnor- 
mality is that she is about 20 pounds (9 
kg.) overweight, weighing about 88 pounds 
(40 kg.). She is a member of one of the 
better families and has a nourishing diet 
and takes excellent care of her teeth. I 
have thought of a lack of vitamins and 
have given her various cod liver oil and 
haliver oil preparations. I also am trying 
to reduce her weight to normal by a simple 
reduction in diet. Any advice you can give 
me to arrest the brittleness and crumbling 
of this child’s teeth will be greatly appre- 
ciated. 

Brittleness and crumbling followed by 
decay of the molars of a 10-year-old child 
can be interpreted only as a type of decay 
beginning in deep pits and fissures of the 
enamel of the occlusal (chewing) surfaces 
of the teeth. This form of decay usually 
penetrates the enamel through a small 
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opening and spreads rapidly through the 
dentin, undermining the enamel crown and 
causing it to become brittle and to crumble. 
Dentin containing many interglobular 
spaces, undercalcitied zones, is considered 
to be associated with rickets, a disease that 
is likely to occur at the same time as the 
development and calcification of the first 


permanent molars. After the teeth are 
fully formed and erupted, little can be 
done to change their character or to 


harden the enamel or improve the quality 
of the dentin. Vitamin D administered at 
the time of the formation of the teeth af- 
fects the process of calcification favorably 
but appears to have little or no effect in 
this sense after eruption —J.4.M1.A., Jan. 
26, 1935. 


Stains on Teeth: The upper central and 
lateral incisors of a girl, aged 34 years, in 
excellent health, have become decidedly 
black. The parents and curiously the child 
are concerned about it. The only 
article of food she dislikes and rebels 
against is milk; otherwise she is on a gen- 
eral diet. A scholarly dentist who exam- 
ined her maintains that nothing can be done 
to check this condition of a jet black dis- 
It occurs to me that the condi- 
tion is evidence of an unbalanced diet or 
certain type of vitamin deficiency or some 
systemic aberration. Regardless of what 
the underlying factors may be, the selective 
tendency for the upper teeth favors a local 
rather than a systemic etiology. If this is 
a vitamin deficiency, how may this elective 
localization be explained? Your discussion 
of the etiology and method of procedure 
to combat this condition will be greatly ap- 
preciated. 

In general, as Bunting says, “stains on 
teeth have no pathologic significance other 
than they indicate a relative degree of mal 
hygiene and give to the mouth an unsightly 
appearance.” With respect to black stain 
or discoloration, this is only partly true, 
since a black stain may be found in mouths 
that have excellent care, and general dis- 
coloration of a tooth is frequently sugges- 
tive of death or advanced degeneration of 
the pulp. Little is known about the black 
stain that is superficial on the lateral sur- 
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faces of teeth or is close to the gum line, 
except that it is removed with ease and 
tends to recur from deposits containing 
iron, silver, mercury or other metals. Deep 
discoloration of a whole tooth, as a rule, 
is caused by changes in the pulp. Mottled 
enamel is sometimes black but is not found 
in temporary teeth. Since the teeth in- 
volved in this case are temporary teeth 
that will be lost comparatively early, no 
form of radical treatment is indicated un- 
less frank pathologic changes can be dem- 
onstrated. The pulps should be tested for 
vitality. Roentgenographic examination 
may be made, although it is unlikely that 
additional information will be gained in 
this way. Since vitamins, diet and sys- 
temic disease have not been connected with 
this condition, the patient’s limited con- 
sumption of milk and general health are 
not significant, and the treatment, in the 
absence of any further information as to 
the etiology of the discoloration, is confined 
to cleaning and polishing the visible sur- 
faces of the discolored teeth—J.4.M.4., 
Jan. 12, 1935. 

Ulcerative Colitis: Il. The Factor of 
Deficiency States (Thomas T. Mackie, J. 
A.M.A., Jan. 19, 1935): The author dis- 
cusses ulcerative colitis as a factor of de- 
ficiency states. The diagnostic criteria 
adopted in his observations are restricted 
to the objective changes that occur in 
various deficiency states. They express 
themselves particularly in the mucous 
membranes of the mouth, in the skin, in 
change in the chemical elements of the 
blood and associated anemia. Alterations in 
the mucous membrane of the tongue are 
the most common manifestations of defi- 
ciency disease. The initial phase begins as 
an inflammation of the fungiform papillae 
over the anterior third giving a strawberry- 
like appearance. The inflamed tongue is 
red and tender. Small aphthous ulcers 
may appear and be present also on the 
buccal mucosa. The filiform papillae de- 
generate as in sprue, and smooth atrophy 
of the tongue results. These changes are 
slight at first and may easily escape notice. 
In forty-seven cases, indications of defi- 
ciency disease were present on the tongue 


(forty-seven cases), buccal mucosa (four 
cases) and skin (eleven cases), in blood 
changes (seven cases), as anemia (forty 
cases) and as peripheral neuritis (seven 
cases). The author concludes that defi- 
ciency disease constitutes an essential part 
of the underlying mechanism. 

Foot and Mouth Disease—Bacillus X er- 
osis: About ten months ago, I had a pa- 
tient, a white boy, aged 15 years, who 
gradually became ill with what appeared 
to be an ordinary pharyngitis, lasting for 
three or four days without fever. About 
the fourth day, he complained of more 
soreness in his throat, extending out into 
his mouth, gums and tongue. Examination 
at this time showed superficial ulcerations 
scattered over the pharynx and fauces. 
(The tonsils had been removed completely. ) 
The entire mucous membrane of the 
cheeks, gums and underneath the tongue 
was covered with a_ gelatinous gray 
pseudomembrane. Cultures the 
mouth, throat and nose were at first re- 
ported as positive for diphtheria, but further 
study showed the organisms almost a pure 
culture of Bacillus xerosis. Since he had 
already been ill five or six days at the time 
of the positive diphtheria report, he was 
given 40,000 units of diphtheria antitoxin, 
after which the membrane began to sepa- 
rate, leaving ulcerated areas where it had 
been. There followed a period of several 
days during which there was a profuse 
thin, colorless, irritating secretion from the 
mouth necessitating his turning his face to 
the side so that the secretion could run out 
on a towel. There had also been involve- 
ment of the eyes, nose and external urethral 
meatus. Recovery was gradual over a 
period of about ten days. This boy has 
now presented himself with a condition re- 
sembling the onset of the illness, and a 
similar membrane is just appearing on the 
inside of the cheeks. Cultures from the 
throat have been taken but not reported on 
as yet. A search of medical literature 
available to me fails to disclose such a 
clinical picture by Bacillus xerosis. I would 
appreciate any information you can give 
me about this condition, especially as re- 
gards treatment. 
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There is much in the picture given that 
suggests foot and mouth disease, but no 
mention is made of the usually associated 
cutaneous lesions. The association with 
diseased cows or goats or the use of milk, 
butter or cheese from sources where foot 
and mouth disease is present might aid in 
the diagnosis. Naturally, the action of ir- 
ritating agents taken into the mouth must 
be considered. The xerosis bacillus is one 
of a considerable group of bacteria found 
on normal and diseased mucous membranes 
and usually spoken of as pseudodiphtheria 
bacilli or diphtheroids. They are not be- 
lieved to be pathogenic. The treatment 
should be cleansing with milk, nonirritat- 
ing washes. Ulcerations may have applica- 
tions of silver nitrate—J.4.M.A., Jan. 
19, 1935. 

Effect of Overdoses of Irradiated Er- 
gosterol, Administered for Approximately 
Two Months, on the Composition and 
Structure of the Bones of Rats (J. H. 
Jones and G. M. Robson, Am. J. Physiol., 
February, 1933): The bones of rats which 
were given a sufficient amount of viosterol 
to produce death after a period of from 
six to eight weeks showed marked porosity 
due to the removal of organic as well as 
inorganic matrix—apparently, as the re- 
sult of osteoclastic activity which was 
shown by histologic studies. The bones 
were soft and fragile; chemically there 
was a relative decrease in the ash content, 
which was apparently caused by the growth 
of osteoid tissue following the absorption 
of the bone matrix.—d4dm. J. Dis. Child, 
January, 1935. 

Physical Defects Commonly Found 
Which Influence Nutrition and Which Ad- 
mit of Correction (A. H. Parmelee, Illinois 
M. J., January, 1934): Some of the com- 
mon physical defects which influence nu- 
trition are: (1) physical defects which me- 
chanically interfere with the taking of 
food, such as carious teeth, improper oc- 
clusion and nasal obstruction and (2) 
physical defects which directly or indi- 
rectly are responsible for a poor appetite, 
such as nasopharyngeal discharges, nasal 
obstruction, defects of vision, defects which 
interfere with normal locomotion and in- 
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fections. Parmelee points out that the cor- 
rection of these defects alone may not be 
sufficient to effect an improvement in nu- 
trition at this stage, for the disturbed nu- 
trition, if of long standing, has caused 
damage to many tissues and organs of the 
body.—A m. J. Dis. Child, January, 1935. 

Calcium and Phosphorus Studies: VII. 
The Effects of Variations in Dosage of 
Calcium and Phosphorus in the Diet on 
the Concentrations of Calcium and Inor- 
ganic Phosphorus in the Serum and on the 
Histology and Chemical Composition of 
Bones of Rats (David H. Shelling, Doro- 
thy E. Asher and Deborah A. Jackson, 
Bull. Johns Hopkins Hosp., December, 
1933): The effects of parathyroid extract 
on the bones of young rats vary with the 
dose of the hormone and the calcium and 
phosphorus content of the diet. In animals 
fed the stock diet, parathyroid extract ad- 
ministered in amounts as high as 10 units 
daily for a rat weighing from 50 to 60 gm. 
produces hyperostosis, while in amounts of 
20 units it induces osteodystrophia fibrosa. 
In animals fed rachitogenic diets, the para- 
thyroid extract fails to prevent rickets, but 
stimulates osteoblastic activity and trabec- 
ular proliferation. In rats fed “border 
line” rachitogenic diets, the extract stimu- 
lates cartilaginous proliferation as well as 
increased trabeculation. In animals fed 
optimal calcium-high phosphorus diets, fi- 
brosis occurs with a relatively lower dose 
of the extract than on the stock diet. In- 
jections of parathyroid extract evoke mod- 
erate hypercalcemia and hyperphosphate- 
mia in the rat; the hyperphosphatemia, 
however, depends on the dose’ of the hor- 
mone and the intake of phosphorus. In 
animals fed the stock diet, larger doses of 
the extract increase the serum inorganic 
phosphorus nearly 100 per cent, but in 
those fed the rachitogenic diet the serum 
inorganic phosphorus remains at rachitic 
levels. In-one group of animals fed a diet 
low in calcium and phosphorus, which 
were given injections of 10 units of the ex- 
tract daily, the serum calcium was 5.3 and 
the inorganic phosphorus 14.3 mg. per 
hundred cubic centimeters. In spite of the 
hypocalcemia and hyperphosphatemia, there 
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was no Clinical evidence of tetany. Analysis 
of the percentages of ash, calcium and 
phosphorus of the dry extracted femurs in- 
dicated certain dissimilarities between the 
osseous hypercalcification due to feeding 
vitamin D and that induced by the para- 
thyroid extract. The former increased the 
deposition of lime salts in the existing or- 
ganic matrix so that the ratio of ash to 
organic matter was increased, whereas the 
parathyroid extract first stimulated trabec- 
ulation, and the calcification that followed 
did not exceed the production of organic 
matrix; hence the ratio of ash to organic 
residue was not increased, and was actually 
diminished if fibrosis and osteoid tissues 
were also present. The injection of large 
doses of parathyroid extract into young 
suckling rats resulted in proliferation of 
cartilage, delayed ossification of the epi- 
physeal centers and decalcification and fi- 
brous replacement of the metaphyses, but 
not typical rickets. Large doses of the ex- 
tract produced lesions of the skin resembling 
scleroderma in 10-day-old suckling rats. 
These lesions, however, were absent in 
older rats so treated. Metastatic calcifica- 
tion occurred only when the doses of the 
extract were very high and when the bones 
were markedly decalcified. Certain dis- 
crepancies in the literature as to the effect 
of parathyroid extract on the rat were dis- 
cussed, and the divergent results are ex- 
plained as possibly due to variation in: (1) 
the age of the animals, (2) the dietary cal- 
cium and phosphorus and (3) the dose of 
the hormone.—d4m. J. Dis. Child., Jan- 
uary, 1935. 

Treatment of Diphtheria: At a Novem- 
ber meeting here, the treatment of diph- 
theria was discussed by some of the lead- 
ing clinicians and bacteriologists of Paris. 
Louis Martin, director of the Pasteur In- 
stitute, made an appeal for the use of anti- 
toxin at the earliest possible moment, and 
not to wait for the appearance of false 
membranes. Intravenous injection acts 
more rapidly than intramuscular, and the 
latter more rapidly than subcutaneous. The 
opinion was unanimous as to the size of the 
doses; i.e, not more than 200 c.c. 


(50,000 units) altogether; for a child of 


10, 80 c.c. is given the first day, 60 c.c. the 
second and 40 cc. the third. Debré did 
not believe that the antitoxin had lost its 
merited reputation, but it failed to cure 
malignant cases because employed too late. 
The physician should not wait for labora- 
tory reports before using the antitoxin. 
The reports either arrive too late or may 
be wrong, not showing the specific bacilli 
when the disease is already present or re- 
vealing the presence of short bacilli, so 
that valuable time is lost. The clinical ex- 
amination should be the attending physi- 
cian’s guide. Local applications are use- 
less. When a child who has been vacci- 
nated against diphtheria shows evidences 
of the disease, the antitoxin should be ad- 
ministered the same as though no vaccina- 
tion had been performed. There are a 
small number of children who cannot be 
immunized by vaccination. Marfan and 
Debré did not think that antitoxin was of 
any avail in paralysis, but Lereboullet and 
Martin did not agree with this view.— 
Paris Letter, J.4.M.A., Jan. 19, 1935. 
No Foot and Mouth Disease in United 
States: In Queries and Minor Notes in 
The Journal, January 19, page 239, in the 
reply to M.D., Alabama, concerning a boy 
affected with a throat and mouth trouble, 
the statement is made that “the association 
with cows and goats or the use of milk, 
butter or cheese from sources where foot 
and mouth disease is present might aid in 
the diagnosis.” The fault of this statement 
lies in the fact that foot and mouth disease 
does not exist in the United States, and it 
could not exist in Alabama or elsewhere in 
this country without bringing great head- 
lines in the newspapers and an army of 
disease fighters to the scene without an 
hour’s delay. Foot and mouth disease is 
one of those sweeping animal plagues that 
leave no doubt of their presence. Foot and 
mouth disease has broken out in the United 
States several times during the last fifty 
years, but each time it was promptly 
stamped out. The vigil against it is con- 
stant. In view of the wide foreign circula- 
tion of The Journal, this remark by one so 
highly rated in the medical profession does 
an injustice to the veterinary service of the 
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United States and can do incalculable harm 
to our struggling live stock industry. It 
implies that this grave plague exists among 
the domestic animals of the United States, 
notwithstanding official declarations to the 
contrary.—J.4.M.A., Feb. 23, 1935. 

Dental Caries: A certain family in my 
practice has three children, all of whom 
have teeth susceptible to early decay. The 
ages are 9, 8 and 6, respectively. They 
are representatives of the better class and 
their food is adequate in every respect. 
Only one indulges too much in sweets. 
Their teeth get constant personal and pro- 
fessional care. The mother has been ad- 
vised by her dentist to use a proprietary 
combination of calcium phosphate and 
viosterol. As these children all drink an 
abundance of milk, I have told her that 
this is useless. She wants to know what 
can be done to prevent bad teeth in her 
children. These youngsters are above av- 
erage in health and nutrition, although all 
three are asthmatic or potentially so. Is 
there any indication for calcium therapy 
when milk ingestion is ample? Could you 
suggest any method or treatment for this 
type of case? 

A large amount of scientific evidence has 
of recent years accumulated which indi- 
cates that dental caries is essentially a 
dietary deficiency disease. Experiments 
carried out in orphan institutions where 
the complete diet was strictly under control 
show that the frequency of dental caries 
rises and falls with the increase or de- 
crease of carbohydrates in the diet. In a 
small percentage of children caries was 
completely inhibited; in approximately 90 
per cent of all the children the caries prev- 
alence was markedly reduced, and in only 
a small percentage of cases did diet, ap- 
parently controlled, manifest no inhibiting 
influence. In still other cases it has been 
shown that some children remain immune, 
no matter how unbalanced the diet. An 
adequate diet should be diversified, with 
a well balanced calcium-phosphorus ratio, 
along with a goodly amount of vitamins 
D and C. While diet must be regarded 
as the one most important factor in sus- 
ceptibility to caries, it is by no means the 
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only one. Others are heredity, the glands 
of internal secretion, mechanical factors 
and oral hygiene. The significance of hered- 
ity and the glands of internal secretion are 
today but little understood. Irregularly 
occluding teeth are more frequently ¢a- 
rious than those in normal occlusion. Oral 
hygiene is important only as far as caries 
is concerned in those individuals who are 
susceptible. Whenever Bacillus acidophilus 
is present in the mouth, caries 
found; without its presence, caries is never 
found. Even the most careful mouth hy- 
giene cannot completely prevent caries 
when conditions of the mouth are favorable 
to the existence of Bacillus acidophilus, 
but it can materially limit its activity. The 
condition that permits Bacillus acidophilus 
to live in some mouths and not in others 
is not known, but it is assumed to be sys- 
temic. The glands of internal secretions 
may, of course, be responsible; their ab- 
normal as well as normal functioning may 
be affected by diet. In regard to these 
three children, the diet should be knowingly 
and dependably regulated. This is difficult 
to do in private families. The diet should 
contain at least a gram of calcium daily. 
Alkaline fruits and vegetables should be 
given preference to acid cereals. In addi- 
tion, the meal should be ended with some 
hard food substance to exercise the jaws 
and cleanse the teeth mechanically. Eating 
between meals, if any, should be restricted 
to fruits. If results are still unsatisfactory, 
the glands of internal secretion should be 
suspected. The fact that these children are 
actually or potentially asthmatic suggests 
disturbed calcium metabolism. The glands 
are again assumed to be responsible. The 
administration of calcium and phosphorus 
is of doubtful value; if the diet is diversi- 
fied, it usually contains ample amounts of 
these. The difficulty lies in the direction 
of improper assimilation.—J.4.M.4., Feb. 
16, 1935. 
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Presence of Streptococci in Apical Gran 


ulomas (W. Blemenberg and A. Zull, 
f. Hyg., February, 1933): Fifty- 
four apt al granulomas were studied. 


4 


712 The Journal of the American Dental Association 


Hemolytic streptococci were found in 50 
per cent of the cases. The striking differ- 
ence between these results and those of 
other investigators probably depends on the 
methods used. Geographic location and cli- 
mate are probably factors, but their evalu- 
ation is difficult. The usual opinion that 
hemolytic streptococci are present only in 
granulomas manifesting clinical symptoms 
is wrong. Hemolytic streptococci, usually 
in mixed culture, may be present inde- 
pendent of the clinical form of the granu- 
loma. These latent foci of streptococci 
infection should be eliminated. All the evi- 
dence indicates that septic conditions of 
dental origin are far more frequent than is 
generally supposed.—4dm. J. Dis. Child., 
January, 1935. 

Use of Sodium Citrate in Hemophilia: 
At a recent session of the Vienna Medical 
Society, Dr. Schiirer reported the good 
results that he had seen in grave hemor- 
rhages following extractions of teeth from 
the use of a combination of blood trans- 
fusion with subcutaneous injection of a 3.5 
per cent solution of sodium citrate. Also 
in other cases of grave hemorrhages from 
the kidney, following traumas, this medi- 
cation offers in hemophilia the best pros- 
pects for a prompt control of the bleeding. 
The effect is brought about by a reduction 
of the usually lengthened coagulation pe- 
riod. The normal coagulation period is from 
four to eight minutes, but in the cases that 
he studied, Schiirer observed before the 
injection, twenty-one, after the injection, 
sixteen, and on the day of the transfusion, 
thirteen minutes. A blood transfusion 
should be combined with the sodium 
citrate. The speaker introduced a man, 
aged 34, who was known as a hemophiliac 
subject and in whom, following a tooth 
extraction, a grave submucous bleeding in 
the mouth and a hematoma of the face 
developed. In spite of all the various prep- 
arations applied, the hematoma assumed 
huge proportions and dyspnea appeared. 
After a venesection of 800 c.c., a transfu- 
sion of 600 c.c. was given and the sodium 
citrate was injected daily. The effect was 
excellent. From 10 to 20 cc. should be 
injected once a day—with children one 


may begin with 5 c.c.—but always com- 
bined with a blood transfusion. Blood 
transfusion appears to be the sovereign 
remedy in hemophilia, but its effects are 
greatly enhanced by a preceding injec- 
tion of sodium citrate—Vienna Letter, 
J.4.M.A., March 2, 1935. 

The Preschool Child (M. J. Australia, 
Dec. 23, 1933): Children need individual 
attention during the preschool period, and 
their welfare cannot be best promoted by 
group examinations in summer “round-up” 
or similar clinics. The problems of each 
child are complicated and are best handled 
by the general practitioner in the seclusion 
of his consulting room. As the public is not 
sufficiently aware of the dangers of this 
age period in regard to malnutrition, de- 
ficiency diseases, infectious diseases, dis- 
eased tonsils and adenoids, carious teeth, 
abnormalities of the eyes, defects of speech, 
emotional and behavior problems and other 
disorders, the medical profession should 
make an organized effort to teach parents 
the necessity of seeking advice for preschool 
children at regular intervals—Abstr. 4m. 
J. Dis. Child., February, 1935. 

Localized Osteitis Fibrosa of the Supe- 
rior Maxilla (G. Kriegsmann, Arch. f. 
Ohren-, Nasen- u. Kehlkopfh., Nov. 14, 
1933): Kriegsmann calls attention to the 
fact that osteitis fibrosa, which usually 
assumes a generalized form, may rarely 
be localized in the skull, especially in the 
maxilla. He reports a case of osteitis 
fibrosa of the maxilla in a girl, aged 15, in 
whom no osseous changes appeared in the 
rest of the skeleton. The patient exhibited 
swelling of the right cheek, which had 
developed gradually during the six months 
preceding the examination. The swelling 
was most severe 2 fingerbreadths from 
the right nostril. The soft parts were not 
edematous, red or sensitive to pressure 
and were mobile. The corpus of the maxil- 
lary bone protruded toward the front. In 
the canine fossa, there was a smooth pro- 
tuberance extending from the first bicuspid 
to the second molar. A roentgenogram of 
the nasal sinuses showed a strong, even 
clouding in the region of the right maxil- 


la 
si 
of 
on 
of 
it 
pie 
spe 
the 
bo 
siz 
sc 
su 
rej 
ac 
os 
pa 
ye 
tw 
po 
19 
se 
a 
as 
Ww 
co 
d 
ho 
he 
ur 
ta 
ri 
(f 
H 
te 
a 
ta 
n 
d 
to 
be 
n 
al 
in 
fi! 
ti 
p 
bi 


lary sinus. Introduction of fluid into the 
sinus could not be accomplished because 
of strong resistance. In a typical operation 
on the maxillary sinus, performed because 
of a tentative diagnosis of osteosarcoma, 
it was found that the space usually occu- 
pied by the maxillary sinus was filled with 
spongy bone, which was continuous with 
the walls of the sinus. The soft spongy 
bone was removed to form an opening the 
size of a normal maxillary sinus. Micro- 
scopically, the excised bone showed nothing 
suggestive of sarcoma, but presented a 
regular proliferation of osteoid tissue and 
active transformation characteristic of 
osteitis fibrosa. No exacerbation of the 
patient’s condition has occurred in the four 
years since operation. Differentiation be- 
tween osteitis fibrosa and osteosarcoma is 
possible only by microscopic examination. 
—Abstr. 4m. J. Dis. Child., February, 
1935. 

Agranulocytic Angina (J. H. Fisher, 
Lancet, Dec. 1, 1934): The author pre- 
sents two cases of typical agranulocytic 
angina that were admitted to the hospital 
as cases of diphtheria. The first patient 
was found to have a terminal pneumo- 
coccic septicemia. Agranulocytic angina 
developed in the other patient while in the 
hospital. Although suffering from diabetes, 
her condition was good and she was getting 
up each day. While there she had one 
tablet of allylisopropylbarbituric amidopy- 
rine daily for seventeen days and 5 grains 
(0.3 gm.) of soluble barbital for two days. 
Her symptoms commenced on the seven- 
teenth day, when she was transferred to 
another hospital. Apart from an occasional 
tablet of acetylsalicylic acid, she had taken 
no drugs prior to this. In the first case, no 
drugs of any kind were being taken prior 
to the onset of symptoms. It therefore 
belongs to that category of cases in which 
no etiologic factor can be determined. The 
author was unable to obtain pentnucleotide 
in time for treatment, as both patients died 
fifteen and twenty-three hours, respec 
tively, after Both patients 
showed a complete absence of polymor- 
phonuclear leukocytes and few myelocytes 
but numerous myeloblasts. The changes 
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found were similar to those described by 
Fitz-Hugh and Krumbhaar, who put for- 
ward the hypothesis that the myeloid hy- 
perplasia is due to a “primary maturation 
arrest” rather than to a “primary aplasia,” 
and pointed out certain analogies to per- 
nicious anemia. In hemorrhagic purpura, 
the bone marrow may show either mega- 
karyocytic hyperplasia or aplasia. Hubble 
suggests that there is one variety of agran- 
ulocytic angina and one variety of hemor- 
rhagic purpura allied to aplastic anemia. 
In the last, there is a circulating anemia 
in spite of proliferation of the megaloblast, 
hyperplasia of the megakaryocytes with a 
peripheral thrombocytopenia, and a mye- 
loid hyperplasia with a peripheral agranu- 
locytosis.—Abstr. J.4.!M.A., Feb. 16, 1935. 

Secondary Effects of Amidopyrine (H. 
Lotze, Med. Klin., Dec. 7, 1934): Lotze 
studied cases of acute and chronic poly- 
arthritis, which had been treated with 
amidopyrine, for the appearance of un- 
desirable secondary manifestations. He 
observed five cases in which amidopyrine 
caused inhibition of diuresis and impair- 
ment of the excreting renal tissues. These 
changes proved reversible. He observed 
one patient, in whom a lethal amidopyrine 
intoxication developed with signs of gen- 
eral intoxication and of impairment of the 
central nervous system. He thinks that in 
this case especially predisposing factors 
were responsible for the unfavorable action 
of amidopyrine. He believes that the occa- 
sional appearance of more or less severe in- 
toxications in the course of prolonged treat- 
ment with comparatively large doses is no 
reason to dispense with the use of a medica- 
ment as effective as amidopyrine in the 
treatment of polyarthritis—Abstr. J.4.M. 
A., Feb. 16, 1935. 

Uveoparotid Tuberculosis (S. FE. Tanner 
and A. L. McCurry, Brit. M. J., Dec. 1, 
1934): and McCurry present 
three cases of uveoparotid tuberculosis. In 
the first, uveitis and unilateral parotitis 
were accompanied by facial paresis, optic 
neuritis, dysphagia and palatal paresis. 
Mediastinal adenitis, probably tuberculous 
in nature, was demonstrated. In the second 
case uveitis and bilateral parotitis and left 
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sided facial paresis occurred. A biopsy of 
the parotid gland gave definite evidence 
of tuberculosis and there was also evidence 
of the same infection in the lungs. The 
third case showed extensive uveitis in both 
eyes, leading to blindness in one, unilateral 
parotitis and facial paresis; there was a 
family history of tuberculosis and roentgen 
evidence of chronic pleurisy. The authors 
state that when death occurs, it is due to 
miliary tuberculosis. Their statement is 
based on the only three necropsies reported. 
An interesting feature of two of these, 
Souter’s and Garland and Thomson’s, was 
the presence of tuberculosis of the cardiac 
musculature. The authors were unable 
to demonstrate by clinical or electrocardio- 
graphic investigation any such involvement 
in their cases.—Abstr. J.4.M.A., Feb. 23, 
1935. 

Operative Treatment of Facial Palsy 
(A. B. Duel, Brit. M. J., Dec. 1, 1934): 
Duel urges immediate investigation of the 
site of accidental injury in cases of facial 
palsy. In many instances, the removal of 
a spicule of bone, the lifting of a fractured 
plate of bone, the decompression and cleans- 
ing of 10 mm. or more of nerve with a 
slitting of the sheath to relieve inflamma- 
tory pressure will ensure an almost perfect 
recovery, when neglect would be followed 
by only partial recovery, with grotesque 
disfiguration for life. When such an inves- 
tigation reveals the fact that there is an 
actual section of the nerve or extensive 
damage, a preliminary incision of the 
femoral cutaneous nerve may be done im- 
mediately and, two or three weeks later, 
a graft may be transplanted from this to 
replace the gap. In such a case, for from 
forty-eight to seventy-two hours after the 
initial injury, one will have the advantage 
of being able to pick up the distal segment 
and verify it by faradic stimulation and 
will know something of the problem to be 
faced in making the transplant later on. 
No matter what the length of graft neces- 
sary in such cases, recovery is assured if 
the graft is transplanted successfully. Op- 
eration in cases of long standing is indi- 
cated whenever there is galvanic response 


in the muscles sufficient to show that the 
muscles have not undergone too much 
fibrous atrophy. The nerve can always 
be repaired. If there is sufficient muscle 
fiber left, the case will be greatly improved. 
The quality of the result will always de- 
pend on the condition of the muscle: the 
time element enters largely into this. The 
author has incised the sheath of the nerves 
in several cases of Bell’s palsy in which the 
recovery was incomplete and had remained 
unchanged for many years. In every in- 
stance, despite this long period of inactivity, 
the relief of the pressure by incising the 
sheath of the nerve has resulted in a 
marked improvement. He presents four 
recent cases.—Abstr. J.4.M.A., Feb. 23, 
1935. 

Research on the Pathogenesis of Radicu- 
lar Cysts (H. Hammer, Deutsche Zahn.- 
Mund-u. Kieferhlk., Nov. 1, 1934): The 
author agrees with Partsch’s ideas about 
chronically granulated periodontitis. The 
chronic inflammatory processes limit them- 
selves at first to the apical soft structures, 
and then they spread widely into the under- 
lying and surrounding bone. The epithe- 
lium of the radicular cyst arises exclu- 
sively from Malassez’s epithelial rests. 
Deviating reports show merely complica- 
tions, which do not touch the essence of 
this question. From all the theories about 
the formation of radicular cysts only those 
are true that state that there occurs an 
epithelization in the already formed hollow 
space in the granulation structure. Only 
chronic abscesses are the causes of the pre- 
forming hollow spaces. 

Oscar Karpr. 

Hereditary Influences of Isolated and 
Symmetrically Missing Cuspids in Perma- 
nent Dentition (G. Schweitzer, Deutsche 
Zahn.-Mund-u. Kieferhlk., Oct. 1, 1934): 
The author describes: 1. A case of non- 
formation of all four cuspids in a fully 
formed dentition (the first one in this 
case). 2. A case of nonformation of both 
upper cuspids in a fully formed exception- 
ally strong dentition (the first one in this 
case). Cases 1 and 2 disprove the present 
beliefs that the absence of cuspids is often 
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related to a decrease in the number of the 
remaining teeth. The author reviews the 
possible causes for the manifestations of 
the missing cuspids. The symmetrical ab- 
sence of cuspids in the foregoing cases may 
possibly be due to heredity, either through 
a gene with a weak penetration or a reces- 
sive strong gene, or it may be due to the 
presence of a new mutable hereditary fac- 
tor. As further proof for an hereditary 
etiology, the author gives (1) the presence 
of transmission of Darwin’s protuberance 
of the ear muscle in four generations of 


News 


the family in one of the cases; and (2) the 
supernumerary peg- 
shaped tooth in three generations. In both 
cases, the dominant hereditary succession 
occurred in alternating sexes. The author 
further discusses the various possibilities 
of hereditary succession, mutation and the 
significance of the In con- 
clusion, he points out the genetic impor- 
tance of the variety of the deciduous and 
permanent teeth and their value for fur- 
ther research. 


transmission of a 


“weak” gene. 
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CALIFORNIA 
Bills Introduced: A. 1037 


make it unlawful for any person to own, 
possess or operate any x-ray device or 
x-ray laboratory unless such device or such 
laboratory is operated under the direct 
supervision of a person licensed by the state 
board of health. Apparently, only licenti- 
ates of the board of medical examiners, 
licensed osteopaths and licensed dentists are 
to be eligible for licensure by the board of 
health. Such practitioners are to be per 
mitted to possess and use such devices “as 
are incident to the treatment of patients by 
means other than x-ray or x-ray devices.” 

A. 990, to amend the dental practice act, 
proposes to define the following acts as un- 
professional conduct, in addition to the acts 
now specified by law: (1) advertising of a 
character tending to deceive or mislead the 
public; (2) advertising professional superi- 
ority; (3) advertising fixed prices for serv- 
ices; (4) advertising by means of any sign 
containing the representation of a tooth, 
bridgework or any portion of the human 
head; (5) employing advertising solicitors 
or press agents; (6) advertising free dental 
work or free examination; (7) advertising 
to guarantee any dental service, and (8) 
advertising to perform any dental operation 


proposes to 
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painlessly. S. 499, to amend the dental prac- 
tice act, proposes to authorize courts on the 
application of the board of dental exam- 
iners to restrain the unlicensed practice of 
dentistry. 

CONNECTICUT 

Bill Introduced: H. 848 proposes to pro- 
hibit the retail sale or other retail distribu- 
tion of barbital and other hypnotic or som- 
nifacient drugs, except on the prescription 
of a licensed physician, dentist or veterina- 
rian. The prohibited drugs are barbital, 
malonylurea, sulphonethylmethane  (tri- 
onal), sulphonmethane (sulphonal), diethyl- 
sulphone, diethyl-methane (tetronal), par- 
aldehyde and chloral or chloral hydrate or 
chlorbutanol. 

Gift for Support of Dental Research at 
Yale University: A grant of $17,500 has 
been made by the Carnegie Corporation of 
New York to Yale University for the sup- 
port of dental research in the School of 
Medicine during the coming year, accord- 
ing to an announcement made by President 
James Rowland Angell. This gift makes 
possible the continuance of a program 
launched six years ago to promote the sci- 
entific study of the teeth and to stimulate 
the interest of physicians in the role played 
by the teeth in health and disease. The 
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dental research project at Yale is unusual 
in many ways and has been watched with 
interest from its inception by both the den- 
tal and medical professions. It is one of the 
few organized attempts to enlist medical 
personnel and resources in the study of 
dental problems and to provide a full medi- 
cal training for a group of men fundamen- 
tally interested in the teeth. The program 
of the school does not call for the develop- 
ment of a training center for dentists. The 
aim is not to supplant dentists by physicians 
or to replace dental with medical education. 
The purpose in the first place is to increase 
knowledge of the teeth, their development, 
and the diseases to which they are subject; 
and, secondly, to establish a closer relation- 
ship between dentistry and medicine so that 
each field can benefit from the other. A 
small group of men are being given the 
opportunity to become highly skilled in den- 
tistry and medicine in order to conduct re- 
search and to establish a link between these 
two related sciences.—-Science, Feb. 22, 


1935. 


DISTRICT OF COLUMBIA 


Medical Bills in Congress: §. 1737, in- 
troduced by Senator Frazier, North Da- 
kota, proposes to prohibit experiments and 
operations on living dogs in the District of 
Columbia for any purpose other than the 
healing or curing of the dog. 


IDAHO 


Bills Introduced: H.72, to supplement 
the pharmacy practice act, proposes a list 
of drugs, which it denominates as poisons. 
The bill proposes to make it unlawful for 
anyone to sell any drug so listed without 
first ascertaining that the purchaser is 
aware of the poisonous character of the 
drug and that it is desired for a lawful 
purpose, without labeling the container 
with the word “poison” and the name and 
place of business of the dispenser. It pro- 
poses also to make the sale of such a drug 
unlawful to a minor under 16 years of age 
without the written order of an adult, and, 
in the case of certain drugs, to require that 
the vender record in a book kept for that 
purpose the name of the drug sold, the in- 


tended use thereof, the date of delivery, the 
name and address of the purchaser and the 
name of the dispenser. The provisions of 
the bill are not to apply to drugs dispensed 
in accordance with written prescriptions of 
licensed physicians, dentists or veterina- 
rians. 


ILLINOIS 

Bill Introduced: H.96 proposes to im 
pose a tax of 10 per cent of the gross cash 
receipts from sales in Illinois on persons 
manufacturing patent and proprietary med- 
icines in the state. 

Midwinter Clinic of the Chicago Dental 
Society: The Chicago Dental Society Mid- 
winter clinic was held February 18-21 with 
a record breaking attendance. February 19, 
Rexford G. Tugwell addressed the meet- 
ing on Problem of Social Insecurity.” 
Other important subjects were presented 
in part as follows: “Medical and Dental 
Relationships,” by B. B. McCollum, D.D. 
S.; “The Relationship Between Dental and 
Medical Education,” by L. E. Blauch, Ph. 
D.; “Cardiac Diseases and the Dentist,” 
by Bayard Holmes, M.D.; “Factors Influ- 
encing Resistance to Infection,” by R. W. 
Keeton, M.D.; “Relation of Endocrine 
Disorders to Dental Disease,” by J. H. 
Hutton, M.D.; “Oral Pathology, Adaman- 
tine Carcinoma and Dentigerous Cyst,” by 
Joseph Colt Bloodgood, M.D.; “Hemo- 
philia and Other Blood Dyscrasias,” by 
Carroll L. Birch, M.D.; “Oral Diseases in 
Children,” by Clifford G. Grulee, M.D.; 
“Dental Phases of Orthopedic Diseases,” 
by F. A. Chandler, M.D. 

IOWA 

Bill Introduced: H.78 proposes that 
before any applicant for a license to prac- 
tice medicine, osteopathy and surgery or 
chiropractic may be examined by his pro- 
fessional board, he must pass an examina- 
tion to be given by an impartial basic science 
examining board in anatomy, physiology, 
chemistry, pathology, bacteriology and hy- 
giene. This board is to consist of five mem- 
bers of the faculties of the state university, 
the Iowa State College of Agriculture and 
Mechanic Arts, the Iowa State Teachers 
College and any other university or college 
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accredited by the Iowa State Board of 
Educational Examiners. All members of 
the board must be learned in the basic 
sciences, and no member may be licensed 
to practice any of the healing arts. 


KANSAS 

University of Kansas Gets Contribution: 
A graduate of the University of Kansas 
who wishes to remain anonymous has con- 
tributed $60,000 to be used for a children’s 
clinic. Members of the faculty are now 
working on plans for the new structure. 


LOUISIANA 

Appointments to Faculty: Six New Or- 
leans dentists have been appointed to the 
faculty of the new Louisiana State Univer- 
sity School of Dentistry, which will begin 
operations in September. S. H. McAfee 
has been named dean. Other appointees 
announced by the president, J. M. Smith, 
as department heads are: J. P. Wahl, M. 
B. Varnado, J. M. Woodward and W. J. 
Healey. According to the president, prepa- 
rations for 100 first year students will be 
made, and these students must have had 
two years of college training. A new build- 
ing is to be constructed adjacent to the 
Louisiana State University Medical Cen- 
ter. The plans will include a clinic of 
eighty chairs, which will serve the Charity 
Hospital as well as the dental school. Un- 
der the same roof will be the school of den 
tistry, school of pharmacy, graduate school 
of medicine and school of nursing educa- 
tion. 


MASSACHUSETTS 

Massachusetts State Board: During the 
past year, there has been one new appoint- 
ment to the board of dental examiners. M. 
Francis Hinds, of New Bedford, takes the 
place of W. Henry Grant, of Boston, whose 
term expired and who, by virtue of the 
tenure of office, is not eligible to reappoint- 
ment. 


MINNESOTA 

Bills Introduced: S.177 proposes to pro 
vide for the licensing of dental hygienists 
by the board of dental examiners. A dental 
hygienist is to be authorized to remove 
lime deposits, accretions and stains from 
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the exposed surfaces of the teeth, adminis- 
ter gas, ether and general anesthesia and 
to make instrumental examination of the 
teeth or cavities. A dental hygienist must 
operate (1) in the office of a licensed den- 
tist and at all times under his direct super- 
vision or (2) in a public institution or 
school which is at all times under the gen- 
eral supervision of a licensed dentist. 


MISSOURI 

Bill Introduced: §.28 proposes to make 
it unlawful for any person to cultivate, 
cure, prepare or distribute in any manner 
Or possess marijuana. Physicians, dentists 
and osteopaths are to be permitted to pre- 
scribe marijuana. 


MONTANA 

New Dental Law: Montana has a new 
dental law modeled after the Oregon den- 
tal law. It was passed by the House 86-13 
and the Senate 44-3 and signed by the Gov- 
ernor and is now in operation. 


NEW HAMPSHIRE 

Bill Introduced: H. 196 proposes to limit 
the administration of anesthetics to licensed 
physicians and dentists. It proposes also to 
prohibit the administering of an anesthetic 
unless a responsible adult third person is 
present at the administration and during 
the period the patient is under the anes- 
thetic. 


NEW JERSEY 

State Board News: The State Board of 
Registration and Examination in Dentistry 
has revoked the license of William Levine 
of Jersey City for violating the laws of this 
State governing dental advertising. Revo- 
cation was stayed when Chief Justice Bro- 
gan allowed a writ to review the action of 
the board. Arguments have been filed in 
the supreme court for reversing the action 
of the board. Dr. Levine, through his 
counsel, William H. Speer, questions the 
constitutionality of that part of the law 
governing the practice of dentistry under 
which the dental board find justification 
for revoking his license. 


NEW YORK 


Eastman Memorial Lectures: 


A series 
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of lectures has been inaugurated at the 
School of Medicine and Dentistry of the 
University of Rochester, to be known as 
the Eastman memorial lectures, in memory 
of George Eastman. February 5, Peyton 
Rous lectured on “Viruses and Tumors.” 

Dr. Brady Silenced: William A. Brady, 
columnist for the Brooklyn Eagle, has been 
restrained by the management of that paper 
from calumniating dentists in his column. 
He classified them with spectacle fitters, 
etc., who call themselves “doctor.” He 
would deny them that title. The president 
of the dental society appealed to the man- 
aging editor, and Dr. Brady was silenced. 


OHIO 

Inventor of Anesthetic Machine Dies: 
Elmer I. McKesson, M.D., Toledo, known 
tor his invention of gas anesthetic appliance 
machines, died recently at the age of 53. 
Dr. McKesson was a past president of the 
International Anesthetists’ society. His in- 
ventions are used in every civilized country. 


OREGON 

Bill Introduced: H. 208 proposes to pro- 
hibit the distribution of amytal, luminal, 
veronal, barbital, acid diethylbarbituric or 
any preparation or compound containing 
any of the foregoing substances, except on 
the prescription of a licensed physician, 
dentist or veterinary surgeon. 
PENNSYLVANIA 

Bill Introduced: H. 188 proposes to es- 
tablish a system of compulsory health in- 
surance in favor of all persons engaged in 
manual labor and all other employed per- 
sons earning $50 a month or less. The 


proposed benefits, in case of illness or acci- 
dent, consist of necessary medical, surgical, 
dental, nursing and hospital attendance and 
treatment, available alike to the employed 
person and to the dependent members of 
his family. 
TENNESSEE 

Bill Enacted: §.97 has become a law 
providing that the board of health shall 
consist of nine members, appointed by the 
governor, of whom six shall be licensed 
practitioners of medicine, one a licensed 
dentist, one a licensed pharmacist and one 
a member of the Tennessee congress of 
parents and teachers and the Tennessee 
Federation of Women’s Clubs. The medi- 
cal members are to be appointed from a 
list of names submitted by the Tennessee 
State Medical Association. The board is 
to formulate the policies and supervise the 
activities of the department of public health. 


DEATHS 


Crossman, Victor W., Brooklyn, N. Y.; 
New York University College of Den- 
tistry, 1908; died January 7; aged 61. 

Herzberg, Edwin I., Chicago, Il.; Chi- 
cago College of Dental Surgery, 1914; 
died January 25; aged 41. 

Merwin, Robert E., Brooklyn, N. Y.; 
New York University College of Den- 
tistry, 1891; died December 29. 

Poole, William E., Kirkwood, Mo.; 
Washington University Dental College, 
1914; died December 29; aged 48. 

Scheer, Conrad, Tinley Park, IIl.; North- 
western University Dental School, 1894; 
died February 28; aged 62. 


MISCELLANY 


BOOK REVIEWS 
Diseases of the Mouth and Their Treat- 
ment. By Hermann Prinz and Sigmund S. 
Greenbaum. Published by Lea and Feb- 
iger, Philadelphia. Price, $9. 
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This book contains 602 pages and 287 il- 
lustrations. The authors are well known 
in both dentistry and medicine, which as- 
sures thoroughness and dependability from 
the beginning. The purpose of the book is 
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to give a text usable to both dentist and 
physician. It combines the classroom and 
clinical experience of many years. The 
book is rich in reference, the subject mat- 
ter is well arranged and the text is readable 
and clear. Its analysis and comprehensive- 
ness and its well organized table of con- 
tents and complete index make it a valu 
able contribution to dental literature. 

Testing Precious Metals. By C. M. 
Hoke. Published by the Jewelers Techni- 
cal Advice Co., New York City. Price, $1. 

This book instructs in the determination 
of metals in jewelry, watches and dental 
golds and their carats or quantities. It is 
intended for persons who buy, sell, work 
or admire the precious metals. It gives 
methods for determining the constituents 
of the white golds, the platinums, silver and 
stainless steel. One chapter treats of the 
evolution of an industry; another the evolu- 
tion of a metal dealer. The United States 
Government Regulations are also given. A 
list of the common alloys with their com- 
ponents is included. The manager of the 
company says: “Frankly, the dentists them- 
selves . . . need educating in methods of 
identifying precious metals’—a dubious bit 
of sales talk. It is an interesting and use- 
ful book and lends itself to a rapid acquire- 
ment of the necessary technic for assaying 
the precious metals, but to the dentist 
would scarcely serve beyond the need of 
supplying a hobby. + 


Studies in the Aetiology of Dental Ca- 
ries. By G. Graham Macphie. Published 
by John Bale, Sons & Danielsson, Ltd., 
83-91 Great Titchfield Street, W. 1. Price 
7/6. 

This book is the first to sum up the the- 
ories and facts pertinent to the subject in 
years. This the author does with consid- 
erable thoroughness and evidently at the 
expense of much labor. He handles his 
theme under the following heads: prev- 
alence of caries, definition of dental caries, 
theories of the cause of dental caries, in 
which he treats internal origin, chemico- 
parasitic, heredity, calcium and phosphorus, 
vitamins, milk; diet, physical factors, tooth 
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structure, saliva, bacteria and immunologic 
reactions in dental caries. Definitions of 
caries in large numbers are given and dis- 
tinctions drawn between true caries and 
caries that might have another name, which 
is not given. “Devitalized” and “dead” 
teeth are defined. These things appear in 
the definitions. The heading “internal or- 
igin” scarcely depicts what the chapter con- 
tains. Writers are quoted who have believed 
that caries may have such an origin, but the 
author not believe it himself. All 
through the book, fanciful depositions are 
quoted and scientific knowledge pitted 
against them. Similarly, the structure of 
enamel is presented, the pros and cons of a 
possible circulation. The varied and con- 
tradictory suppositions and half proofs of 
dietetic, bacterial and hereditary influence 
with immunologic experiments are recorded 
with completeness. The volume is a source 
book of comment on the etiology of caries 
as well as a who’s who among the work- 
ers—a handy, interesting volume and easy 
to read. 


does 


CORRESPONDENCE 
PyYORRHEA 


To the Editor: The excellent and timely 
editorial on pyorrhea in the February is- 
sue of THE JOURNAL prompts the follow- 
ing comment on the treatment of this con- 
dition: 

1. The “prevention” of pyorrhea is the 
ideal treatment. This includes good dental 
work, regular prophylactic care and correct 
home care. Cooperation is, in too many 
cases, sadly neglected, and we have the dis- 
ease to cure instead of prevent. 

2. Pyorrhea can be cured by the dentist 
(unless the teeth have reached the hope- 
lessly advanced and loosened stage.) 

3. Pyorrhea can be “kept cured” by the 
patient if he includes both daily home care 
and regular return for thorough prophy- 
lactic care every four to eight months, ac- 
cording to the individual case. 

4. The only treatment for pyorrhea is 
“instrumentation.” Strong drugs and me- 
dicinal remedies are absolutely contraindi- 
cated and should be given no consideration 
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whatever. The sooner we get the “drug 
idea” out of our minds, the better. We 
may of course use mild antiseptic washes 
after instrumentation and curettement for 
the comfort it affords the patient. 

5. Surgical treatment is the logical one, 
but the surgical treatment of pyorrhea as 
generally described in the literature is too 
radical, for the following reasons: 

(a) It is not necessary to cut away the 
gum to the depth of the pyorrhea pocket or 
the level of the alveolar bone. Only a nar- 
row edge of the gum need be trimmed 
away. The overlying gum tissue may then 
be laid back and the inner surface of the 
pocket be thoroughly curetted to the depth 
of the alveolar process. The presence of 
this gum above the level of bone will then 
aid in the healing process and a better gum 
regeneration be encouraged; less exposure 
of root surfaces resulting from the treat- 
ment. 

(6) It is not necessary to curet any 
“roughened” or “necrotic” bone at the al- 
veolar crest, as is always advocated. The 
presence of necrotic bone under the pyor- 
rhea pocket has never been demonstrated. 
The widespread use of such radical pro- 
cedures as the curetting away of areas of 
already deficient bone around teeth af- 
fected by pyorrhea is unwarranted and dis- 
tinctly contraindicated. 

6. The scaling of the tooth roots and the 
curettement of the ulcerated inner surface 
of the pyorrhea pocket and the infected 
granulations down to the edge of the alveo- 
lar process are necessary for elimination of 
the disease, but to go beyond this is inex- 
cusable. Correction of occlusion and any 
faulty dental work and a general physical 
check-up are, of course, a part of the treat- 
ment. 

7. Correction of diet and diet reenforce- 
ment is always advisable after curettement. 
The administration of additional quantities 
of vitamins A and D, and calcium and phos 
phorus will further the remineralization of 
the demineralized bone at the resorbed al- 
veolar crests. It will also remineralize the 
teeth and prevent sensitiveness at the necks 
and also raise their resistance to tooth de- 


cay. 


8. The dentist must carefully teach the 
patient the proper use of the toothbrush 
and dental floss. The rubber interdental 
stimulator is also given the patient so he 
may easily and properly massage and stimu- 
late the interdental spaces, both lingually 
and buccally. The dentist must be thorough 
and enthusiastic in his follow-up care of 
the case and not lose interest or permit the 
patient to lose interest as soon as the case 
has healed. 

9. A thorough postgraduate course of at 
least four weeks is necessary before one is 
qualified to start the practice of periodon- 
tia. Too many men buy a set of pyorrhea 
Surgery instruments and start “cutting 
gums,” with only a hazy and confused idea 
of just what they are doing. I can assure 
the uninitiated that they are due for much 
unnecessary trouble. 

10. The treatment of pyorrhea affords 
the dental profession a chance to render a 
real and needed service to their patients. 
The proper “preservation of the teeth and 
health” of our patients cannot possibly be 
accomplished unless we as a profession 
awaken to our responsibility and give more 
study and proper treatment to this prev- 
alent condition. 

H. A. Sesatp, D.D.S., 
404 Castell Building, 
Middletown, Ohio. 


“IMMUNIZE NOW!” 


For the twelfth time, May Day will be 
observed nationally as Child Health Day. 
The prevention of diphtheria is the keynote 
of this year’s celebration. 

A great national calamity occurred last 
year. Unlike the burning of the Morro 
Castle or the drought which devastated so 
many states, it did not stare at us from 
headlines of the papers. This calamity was 
the death—the unnecessary death—of 
about 5,000 children. Public health work- 
ers knew about it; statisticians knew about 
it, and of course the stricken families knew 
and grieved. But the general public went 
about its business quite unaware of what 
had happened. 

These children died of diphtheria, and the 
sad thing about it is that they need never 
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have taken the disease. There is a way, 
an easy and harmless way, of protecting 
children from diphtheria, but these children 
had not been protected. What was the rea- 
son? 

Experience shows that, generally, the 
fault lies with the parents. Children go un- 
protected because their parents put off tak- 
ing them to the doctor or to the clinic to be 
immunized. Sometimes parents do not un- 
derstand the importance of doing so, but 
more often they simply put it off. Perhaps 
they have never personally known of a case 
of diphtheria, and do not think of their 
own child as being in danger. Probably 
they have not heard of the 5,000 children 
who died last year, or of the probably 60,- 
000 other children who struggled through 
the painful experience of diphtheria back to 
health—or partial health. 

Few parents realize that most children 
are exposed to diphtheria at one time or 
another. Even if a child never comes in 
contact with an actual case, he may at any 
time meet and play with another child, or 
adult, who is carrying the germs of diph- 
theria about in his throat, though not sick 
himself. These “carriers” are numerous, 
and are a source of infection to other peo- 
ple, especially to children, who are more 
susceptible to the disease than are adults. 

Diphtheria is a serious disease at any 
age, but it is most serious to young children. 
A very young child is not only more likely 
to contract diphtheria, but also he is more 
likely to die of it than is an older child. 
The first four years of life show the great- 
est number of deaths, more than half of all 
deaths from this disease in the United 
States. 

A baby up to about 6 months of age has 
in most cases a natural immunity. After 
the natural immunity wears off, and up to 
about 3 years of age, practically every child 
is susceptible to diphtheria. This, then, is 
the period of greatest danger, though cases 
are frequent up to 15 years of age. After 
that, the number of cases drops off sharply. 

Fortunately, no child need have diph- 
theria. We know exactly how to prevent it. 
There is a treatment which has been per- 
fected so that it does not make the child 
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sick, but it does remove the risk of his tak- 
ing the disease. And the time to give this 
treatment is before the baby is a year old. 

The treatment itself is very simple. It 
consists of injecting under the skin of the 
arm one or more doses of a harmless prep- 
aration which stimulates the body to build 
up its own protection against any diphtheria 
germs that may find their way into the nose 
or throat. This process is called “immuni- 
zation.” The treatment must have time to 
do its work. It will be several months be- 
fore the child is completely protected. Con- 
sequently, to wait until there are diphtheria 
cases in the neighborhood is to wait too 
long. 

Children do not all react in precisely the 
same way to this immunizing treatment. 
Occasionally, there is a child who is not so 
easily protected as most children. For this 
reason, at the end of six months or more 
after the treatment, most doctors like to 
give a skin test, called the Schick test, 
which shows very definitely whether the 
immunization is complete. In the very few 
cases where it is found not to be so, the 
doctor gives another injection. 

Diphtheria has been called “the vanish- 
ing disease,” thanks to immunization! In 
the twelve years from 1920 to 1932, the 
deaths from diphtheria in the United States 
dropped from 15 for every 100,000 popula- 
tion to 4.5. This was a remarkable record. 
Yet, though diphtheria may be vanishing, 
it has not vanished, and will not vanish 
without continued effort on our part. 
Where interest dies down, where parents 
grow careless about seeking protection for 
their children, diphtheria creeps up again. 
Though there are states and cities where 
the disease has become very rare, there are 
other states and cities where the trend is in 
the wrong direction; where the deaths, ac- 
cording to the latest reliable figures, are in- 
creasing rather than decreasing. 

For this reason, the stamping out of 
diphtheria has been chosen as the special 
project for May Day-Child Health Day 
this year. Its success depends on a joint 
effort of public health officials, private phy- 
sicians and parents. Given this community 
spirit, there is no reason that the goal of 
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“no deaths trom diphtheria” should not be 
attained. It has been attained in certain lo- 
calities. ‘Che diphtheria ward of the Alex- 
andra Hospital in Montreal, for example, 
has closed its doors because there are not 
enough patients to warrant its remaining 
open. ‘To turn to our own country, there 
were two cities of over 50,000 inhabitants 
in the state of New York which did not 
have a single case of diphtheria in 1934, 
as well as three cities of between 25,000 
and 50,000 inhabitants, thirty-six 


smaller cities. This is proof enough that 
diphtheria can be stamped out. 

There is a public as well as a private 
duty in this, for every child immunized adds 
so much to the protection of other children, 
since it makes an epidemic less likely. As a 
neighborly act, therefore, as well as for the 
safety of your own family, see that your 
children all receive the protective treat 
ment. “All for one and one for all’ is the 
spirit which will win. Do your part. Jm- 
munize now, and stamp out diphtheria! 


ANNOUNCEMENTS* 


CALENDAR OF MEETINGS 


American Dental Association, New Or- 
leans, La., November 4-8. 

American Dental Society of Europe, 
London, July 31-August 3. 

American Society of Orthodontists, New 
York City, April 30-May 3. 

Belgian National Dental Congress, 
Brussels, August. 

Dental Alumni Association, American 
University of Beirut, Beirut, Lebanon, 
June. 

Eastern Association of Graduates of 
Angle School of Orthodontia, New York 
City, May 3. 

International Congress of Stomatology, 
Bologna, April 14-19. 

International Dental Congress, Vienna, 
Aug. 2-9, 1936. 

National Board of Dental Examiners, 
May 24-25. 

New York Society of Orthodontists, 
New York City, April 30-May 3. 

New York State Dental Hygienists As- 
sociation, Saranac, June 12-15. 

Northern Ohio Dental Association, Ce- 
dar Lake, June 17-18. 


*Announcements must be received by the 
fifth day of the month in order to be pub- 
lished in the forthcoming issue of Tut 
JOURNAL. 
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Ontario Dental Association, Toronto, 
May 20-22. 

Philadelphia Dental College and Dental 
School, Temple University Alumni Society, 
Philadelphia, June 11-12. 

American Dental Assistants Association, 
New Orleans, November 4-8. 

Society for the Advancement of General 
Anesthesia in Dentistry, New York City, 
third Monday in February, April, October 
and December. 

District of Columbia at George Wash- 
ington University, Washington, D. C., sec- 
ond and fourth Tuesdays in each month 
from October to June, inclusive. 

STATE SOCIETIES 
April 

Alabama, at Birmingham (16-18) 

California, at Oakland (8-10) 

Kansas, at Wichita (22-24) 

Kentucky, at Paducah (1-3) 

Louisiana, at New Orleans (18-20) 

Massachusetts, at Boston (29-May 2) 

Michigan, at Detroit (22-24) 

Mississippi, at Jackson (22-24) 

New Jersey, at Atlantic City (24-25) 

Texas, at Waco (15-18) 

Wisconsin, at Milwaukee (16-18) 

May 
Arkansas, at Little Rock (13-15) 
Connecticut, at Waterbury (8-10) 
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Georgia, at Atlanta (13-15) 

Illinois, at Quincy (14-16) 

Indiana, at Indianapolis (20-22) 

Iowa, at Des Moines (7-9) 

Maryland, at Baltimore (6-8) 

Montana, at Lewiston (9-11) 

Nebraska, at Omaha (20-23) 

Pennsylvania, at Altoona (7-9) 

South Dakota, at Huron (13-14) 

Tennessee, at Nashville (14-16) 

Vermont, at Burlington (15-17) 

West Virginia, at Parkersburg (20-22) 

June 

Maine, at Augusta (21-22) 

New Hampshire, at Rye Beach (26-27) 

New York, at Upper Saranac Lake (12- 
15) 

North Carolina, at Blowing Rock (17-19) 

Oregon, at Portland (5-8) 

July 

Southern California, at Long Beach (8 
12) 

Virginia, at Hot Springs (1-3) 


November 


Louisiana, at New Orleans (4-8) 


STATE BOARDS OF DENTAL 
EXAMINERS 


Alabama, at Birmingham, June 24. E. 
W. Patton, 1807 Comer Bldg., Birming 
ham, Secretary. 

Arkansas, at Little Rock, June 17-20. 
Clarence W. Koch, 817 Donaghey Bldg., 
Secretary. 

California, at San Francisco, May 27; 
Los Angeles, June 24. Kenneth I. Nesbitt, 
450 McAllister St., San Francisco, Secre 
tary. 

Connecticut, at Hartford, June 26-29. 
Almond J. Cutting, Southington, Secretary. 

Florida, at Jacksonville, June 24-29. H. 
B. Pattishall, 351 St. James Bldg., Jack- 
sonville, Secretary. 

Georgia, May 30. R. C. Coleman, At 
lanta, Joint Secretary, State Examining 
Boards. 

Kentucky, June 11-14. Robert L. Sprau, 
970 Baxter Ave., Louisville, Secretary. 

Indiana, at Indianapolis, June 18-21. J. 
M. Hale, Mt. Vernon, Secretary. 
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lowa, at Des Moines, May 27-30. Hardy 
F. Pool, Mason City, Secretary. 

Maine, at Augusta, June 24-26. Alton 
H. Swett, 192 State St., Portland, Secre- 
tary. 

Mississippi, at Jackson, June 18-20. T. 
Ford Leggett, Laurel, Secretary. 

New Jersey, at Trenton, June 24-29. J. 
C. Forsyth, 148 W. State St., Trenton, 
Secretary. 

North Dakota, at Fargo, June 9-12. W. 
E. Cole, Bismarck, Secretary. 

Ohio, at Columbus, June 24. Morton H. 
Jones, 155314 North Fourth St., Colum- 
bus, Secretary. 

Pennsylvania, at Philadelphia and Pitts- 
burgh, June 18-22. W. A. McCready, 1115 
Highland Bldg., Pittsburgh, Secretary. 

Rhode Island, at Providence, June 25-27. 
Albert L. Midgley, 1108 Union Trust 
Bldg., Providence, Secretary. 

Tennessee, at Nashville, May 14-16. E. 


J. Justis, Exchange Bldg., Memphis, Sec- 
retary. 
Texas, at Dallas, June 17-21. R. J. 


Weber, 1014 Norwood Bldg., Austin, Sec- 
retary. 

Vermont, at Montpelier, June 24-26. H. 
B. Small, Burlington, Secretary. 

Virginia, at Richmond, June 11. John 
M. Hughes, 715 Medical Arts Bldg., Rich- 
mond, Secretary. 

West Virginia, at Charleston, June 24- 
26. H.C. Hill, Charleston, Secretary. 

Wisconsin, at Milwaukee, June 17-21. 
S. F. Donovan, Tomah, Secretary. 


BOARD OF DENTAL EXAMINERS OF 
ALABAMA 
The Board of Dental Examiners of Ala- 
bama will conduct its next annual dental 
and dental hygiene examinations in Bir- 
mingham, commencing at 8:30 a.m., June 
24. Failure to forward all credentials to 
the secretary-treasurer’s office at least two 
weeks before the date of commencement of 
examinations will have the effect of barring 
the applicant from examination. For fur 
ther information, address 
E. W. Parron, Secretary, 

1807 Comer Bldg.., 

Birmingham. 
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BOARD OF DENTAL EXAMINERS OF 
CALIFORNIA 


The next examination to be conducted by 
the Board of Dental Examiners of Cali- 
fornia will be held in San Francisco com- 
mencing May 27, and in Los Angeles, com- 
mencing June 24. All credentials must be 
in the office of the secretary at least twenty 
days prior to either examination. For in- 
formation regarding these examinations, 
address 

Kennetu I. Nessetr, Secretary, 
405 McAllister St., 


San Francisco. 


NORTH DAKOTA STATE BOARD OF 
DENTAL EXAMINERS 


The North Dakota State Board of Den- 
tal Examiners will conduct examinations 
for license in North Dakota at Fargo, June 
9-12. For further information, address 

W. E. Cote, Secretary, 
Bismarck. 


PENNSYLVANIA STATE BOARD OF 
DENTAL EXAMINERS 


The Pennsylvania State Board of Den- 
tal Examiners will hold its next examina- 
tions June 18-22, at Philadelphia and Pitts- 
burgh. 

W. A. McCreapy, Secretary, 
1115 Highland Bldg., 
Pittsburgh. 


TEXAS STATE BOARD OF DENTAL 
EXAMINERS 


The next examination of the Texas State 
Board of Dental Examiners will be held 
in Dallas, June 17-21. There is no reci- 
procity. Applications must be filed at least 
ten days prior to the date of examination. 
Address all communications regarding fur- 
ther particulars to 

R. T. Wener, Secretary, 
1014 Norwood Bldg.., 
Austin. 


VERMONT BOARD OF EXAMINERS 


The Vermont State Board of Dental Ex- 
aminers will meet June 24-26, in the State 


House, Montpelier, to examine applicants 
for license to practice dentistry and dental 
hygiene. All applications, accompanied by 
the examination fee, must be in the hands 
of the secretary at least ten days before 
the date of the meeting. For applications 
and other information, address 
H. B. SMALL, Secretary, 
Burlington. 


GEORGIA STATE BOARD OF DENTAL 
EXAMINERS 
The Georgia State Board of Dental Ex- 
aminers will hold the 1935 examinations 
during the week of May 30. 
R. C. Coteman, Joint Secretary, 
State Examining Boards. 


WISCONSIN STATE BOARD OF 
DENTAL EXAMINERS 
The Wisconsin State Board of Dental 
Examiners will hold its next examination 
June 17-21, at Marquette University, Col- 
lege of Dentistry, Milwaukee. Applica- 
tions properly executed and accompanied by 
proper credentials and the state fee of $25 
should be in the hands of the secretary 
June 12. 
S. F. Donovan, Secretary, 
Tomah. 


NORTHERN OHIO DENTAL 
ASSOCIATION 
The Seventy-Eighth Annual Session of 
the Northern Ohio Dental Association will 
be held at Cedar Point on Lake Erie, June 
17-18. 
C. R. A. Horrman, 
Publicity Committee, 
6503 Detroit Ave., 
Cleveland, Ohio. 


RHODE ISLAND BOARD OF REGISTRA- 
TION IN DENTISTRY 

A meeting of the Rhode Island Board of 
Registration in Dentistry for the examina- 
tion of applicants for license to practice 
dentistry and dental hygiene will be held 
at the State House, Providence, June 25- 
27, beginning each day at 9 a.m. Candi- 
dates shall present to the secretary of this 
board, at least ten days before the examina- 
tion, an application with fee and photo 
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graph. For applications and further in- 
formation, address 
Avpert L. Mipc ey, Secretary, 
1108 Union Trust Bldg., 


Providence. 


PHILADELPHIA DENTAL COLLEGE 
AND DENTAL SCHOOL OF TEMPLE 
UNIVERSITY ALUMNI SOCIETY 

The Seventy-Second Annual Alumni 
Reunion of the Philadelphia Dental Col- 
lege and Dental School of Temple Univer- 
sity will be held in the professional schools 
building, 18th and Spring Garden streets, 
Philadelphia, June 11-12. 

James W. Craic, Chairman of Publicity, 

612 Garrett Road, 
Upper Darby, Pa. 


EASTERN ASSOCIATION OF GRADU- 
ATES OF THE ANGLE SCHOOL OF 
ORTHODONTIA 

The Eastern Association of Graduates of 
the Angle School of Orthodontia will hold 
an executive session during the meeting of 
the American Society of Orthodontists. A 
luncheon will be given on May 3 at 12:30 
p.m. at the Waldorf Astoria Hotel, New 
York City. 

E. SANTLEY BUTLER, Secretary, 
576 Fifth Ave., 
New York City. 


ONTARIO DENTAL ASSOCIATION 
The annual convention of the Ontario 
Dental Association will be held at the 
Royal York Hotel, Toronto, May 20-22. 
Ethical dentists of the provinces of Canada 
outside of Ontario and from the United 
States are invited to attend as guests of 
the Ontario Society. 
Frep J. Consoy, Secretary, 
86 Bloor St., West, 


Toronto. 


WISCONSIN STATE DENTAL HYGIEN- 
ISTS’ ASSOCIATION 
The annual meeting of the Wisconsin 
State Dental Hygienists’ Association will 
be held in Milwaukee at the Shroeder Ho- 
tel, April 17-18. 


IsABELL SCHOLL, 
2521 S. 30th St., 
Milwaukee. 
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TESTIMONIAL TO DR. OTTOLENGUI 
BY THE DENTAL PROFESSION 


The dental profession is to express in a 
material sense its debt to one of the pro- 
fession’s most unselfish, tireless and accom- 
plished workers. A movement has been 
started to recognize the seventy-fifth birth- 
day of Dr. R. Ottolengui through the me- 
dium of a fund to be raised among his many 
friends and admirers in the profession. 
Over forty-one years an editor; author of 
books, both dental and fiction; contributor 
of chapters to several recognized textbooks 
on dentistry, lecturer, clinician, inventor, 
dental society officer, active worker in den- 
tal relief work and contributor of his time, 
thought and personal fortune to the ad- 
vancement and for the general welfare of 
the profession in all of its phases, he has 
earned the gratitude and appreciation of all 
who believe that unusual service merits 
recognition. To those contributing $5 or 
more to this fund, the committee proposes 
to send a copy or a special edition of Dr. 
Ottolengui’s book, “Table Talks on Den- 
tistry,”’ with an engraved facsimile of the 
author’s autograph on the first page. This 
and the special marking of the book will 
identify it and always serve as a reminder 
of your active participation in this well 
earned tribute. Please mail check or money 
order to the Ottolengui Testimonial Fund, 
1 Hanson Place, Brooklyn, N. Y. The ac- 
tive participation of members of the dental 
profession from all over the country is an- 
ticipated. “Do it now.” The committee 
thanks you for your generous cooperation. 

W. D. Tracy, Honorary Chairman, 
J. R. Scuwartz, Chairman. 


CORRECTION 


At the request of the author, attention 
is called to an error occurring in the dis- 
cussion of Dr. Rickert’s paper by Dr. Blay- 
ney in the March issue of THE JouRNAL, 
page 428, second column. In accordance 
with the original manuscript, line thirty 
reads “F, acetylsalicylic acid (as a stimu- 
lant).” The author wishes to correct this 
to read: “F, acetylsalicylic acid (as an anal- 
gesic or sedative).” 
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America’s Most 
Interesting City invites you. 
In the Vieux Carre (“Old 
City’), original homes with 
the concealed patios and 
court yards, which one least 
suspects from their exterior, 
will be found all the beauty 


and charm of ancient Europe. 
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Economics and social ¥ 
security are the greatest ques- SV 
tions of the day. 

How will they affect you? = 


These subjects will be pre- 
sented to you by the most 
outstanding men of the 


country. 


Can you afford to miss them? 


CONVENTION 
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